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CHEST SURGERY, WITH SPECIAL REFERENCE 
TO THORACOPLASTY IN TUBERCULOSIS, 
INCLUDING OBSERVATIONS ON VISITS 
TO CHEST CLINICS 


C. E. Yount, M. D., F. A. C. S. 
PRESCOTT, ARIZONA 


“In the record of the wars of the world, 
the student may read the tale of human 
progress.” 

Apropos of this statement, the medical 
man evaluates the progress in medicine and 
surgery resulting from the World War. 
You, who have so recently done your “bit” 
in the Medical Department of the United 
States Army, and now share in the glories 
of its achievements, know full well that one 
of the greatest triumphs lies in the domain 
of surgery, and more particularly that 
branch known as thoracic surgery. 

Before our military surgeons were hav- 
ing their skill and ingenuity taxed to the 
utmost by battle field mutilations of the 
thorax, the base hospital internist and sur- 
geon were very sorely tried by the “flu” 
empyemas. For the first time since bac- 
teriology became a science, a cataclysm 
was directly attributable to a “Triple Alli- 
ance,” the influenza bacillus with “The 
Captan of the Men of Death” and the strep- 
tococcus hemolytcus. Old, modern and ex- 
perimental methods passed in review be- 
fore the medical profession of the world, 
with kaleidoscopic rapidity, nor can we 
state that standardization has been at- 
tained today in the treatment of empyema, 
though no one will question the progress 
towards a rational standardization which 
has resulted from our World War experi- 
ence. 

The military surgeon found thoracic mis- 
sile injuries as numerous and as ghastly as 
in previous wars. A general mortality of 
fifteen per cent is given by Moiroud and 
Vignes for cases reaching surgical aid. 
Duval concludes “that from twenty-five to 


thirty per cent of the patients die at the 
dressing station and that twenty per cent 
of those who reach a hospital further back 
are added to the death rate.” 

Out of this vast experience in chest in- 
juries came wonderful strides in the surgi- 
cal treatment of these cases as evinced in 
Dakinization, debridement, x-ray localiza- 
tion of missiles, shock teams, segregations 
of thoracic cases, and specialist surgical 
teams near the front, with further special- 
ization at the base hospitals. 

Let it redound to his credit that the mil- 
itary surgeon found that he could enter 
the chest, search for the missile within 
with a boldness and confidence born -of 
methods hitherto unknown to all but a 
small coterie of thoracic surgeons. A new 
surgical specialty was born! 

Lilienthal describes it as “this new and 
fascinating branch of surgery,” while only 
six years after the war, Colonel Keller 
states that there is no part of either lung 
which he has not explored. While a few 
were doing thoracic surgery before, it took 
the World War experience to furnish ‘the 
real dynamics of this newest surgical spe- 
cialty. Empyema, bronchiectasis, ahd col- 
lapse in tuberculosis, had been treated sur- 
gically prior to the war, but it is our opin- 
ion that more chest surgery has been done 
since the armistice than in the quarter 
century preceding the war. ‘ 

With the hospitalization of hundreds of 
cases of tuberculosis, rapid advance has 
been made in the treatment of this dis- 
ease. In fact it is rapidly approaching 
standardization. 

Pneumothorax in selected cases is ex- 
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tensively used today, but its limitations 
have heen known to the specialist for many 
years, and now the surgeon is called in to 
give that more complete and permanent 
lung collapse attained through extra-pleural 
thoracoplasty. 

Just at this point Lilienthal sounds the 
following note of warning:: “Collapsing 
thoracoplasty is the most striking surgical 
procedure which has been devised for the 
relief and cure of pulmonary tuberculosis. 
With its popularization and the great good 
which it has done and which it may do 
there are .. . outstanding dangers. . . . The 
operation will be done by many not proper- 
ly equipped with the knowledge and experi- 
ence of thoracic surgery. They will select 
subjects for operation merely on the evi- 
dence of unilateral clearly marked disease 
and without due consideration of all as- 
pects of the individual patient. There 
will have to be thousands of these opera- 
tions before a final standardization of in- 
dications and procedures can be developed.” 


The writings of Alexander, Archibald, 
and others, in lay and medical journals 
has done much to popularize the operation 
within the last year. The tuberculous pa- 
tient “chasing the cure,” is an egregious 
reader of articles dealing with every phase 
of his disease. If his case is one requir- 
ing, or suitable for, surgical collapse. and 
he decides in favor of the operation, you 
must be in a position to give him the new- 
er surgery, or he will go where he can get 
it,—go where others more progressive than 
you have seen the handwriting upon the 
wall, and are now prepared to select the 
type suitable for this operation, to operate 
them with a maximum of safety, and give 
them the after care required to safeguard 
their convalescence. If you would meas- 
ure up to such requirements, you must at- 
tain that desideratum through team work. 
The “team” comprehends, (1) the patient 
clinically and psychologically considered; 
(2) the internists, x-ray and other labor- 
atory specialists; (3) the anesthetist with 
his anti-shock group and donors present; 
(4) the surgeon and his immediate operat- 
ing assistants and nurses; (5) the special 
nurse to whom is entrusted the pre and 
post operative care of the patient; (6) the 
surgeon and nurse trained in the rationale 
of chest wound dressing; and finally, (7) 
the internist who will supervise the patient 
during the months of convalescence. 

This outline covers chest surgery in gen- 
eral. The requirements of thoracoplasty 
fall within its limitations. 

The removal of from 36 to 50 inches of 
ribs from one side of a tuberculous patient’s 
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thorax is not to be undertaken without a 
careful consideration of all the factors 
which influence the surgical risk- The prop- 
er evaluation having been made, your 
“team” must now provide safeguards which 
will insure success. 


THE PATIENT, CLINICALLY AND PSYCHO- 
LOGICALLY CONSIDERED 


This topic could easily attain academic 
proportions, but we will present only a few 
succinct deductions, gathered from the ex- 
periences of specialists whom I have re- 
cently seen and heard. 

Dr. Edward W. Archibald, Professor of 
Surgery, McGill University, in his address 
given under the auspices of the Medical 
Society of the County of New York and 
the New York Tuberculosis and Health As- 
sociation on November 19, 1925, stressed 
the following: 

First, that extra-pleural thoracoplasty is 
of value in selected cases. An improper se- 
lection of cases will discredit the surgeon. 
A general conception of the patient’s re- 
sistance must be had. Given a patient with 
a poor resistance, and the most brilliant 
operation will prove disastrous. Per contra, 
given a patient with good resistance, and 
a@ poor operation may prove successful. The 
chronic productive type of tuberculosis 
gives better results than the pneumonic 
type. The best type of patient is one who 
has had one or two years’ good treatment, 
no fever, very little rise of pulse, sputum 
still positive, fibrosis has reached the maxi- 
mum, further contraction cannot take place 
because of the rigidity of the chest wall. 
The future holds nothing better for this 
type, possibly worse, the cavities may open, 
he is a menace because of his cough and 
positive sputum. Here, the results of sur- 
gical collapse are often extremely gratify- 
ing. In due time the patient is restored 
to the community.and to earning a living 
wage. The poor risk must-be given his 
chance. He may survive the operation, but 
what degree of improvement can we ex- 
pect thereafter. * 

Colonel Keller says: “The handsome 
boy, with the girlish complexion, the fellow 
who would not or could not play football, 
is the one who does not stand chest sur- 
gery well.” 

Quoting Lilienthal: “When so great and 
such a lasting change is contemplated, it is 
highly important that a judicious selec- 
tion of cases be made. The mere presence 
of advanced unilateral disease is not of “ 
itself enough to justify thoracoplasty, and 
in any event the keynote of our operative 
indication is that it should never be de- 
sirable for the affected lung to re-expand. 
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The matter of years (age). is. far 


less important than is the patient’s prob-. 


able or known ability to react to traumatic 
influences—the heart’s action, the blood 
pressure, and the mental attitude toward 
operative procedure. The older the 
lesion, the better the chances of cure. That 
is, the more fibrous or productive are more 
favorable than the recent and progressive. 
One of the most important decisions 

to make is whether the better lung be able 
to carry on the functions necessary for 
comfortable living. This point had better 
be decided by the family physician and 
consulting phthisiologist, who have watched 
the patient perhaps thru the inception and 
development of the process in this better 
lung. A thorocoplasty which would not 
have been advisable at one state of the op- 
posite lung disease may become correct 
procedure when quiescence has been es- 
_ tablished for a year or more.” 


At the Fitzsimmons General Hospital, 
Denver, Lieutenant Colonel Burns super- 
vises the selection of cases and Major 
Thearle, chief of the surgical services, and 
his assistants, do the thoracoplasties. Here 
there is the closest cooperation between 
all specialties in the selection and prepara- 
tion of cases for operation, beginning with 
the ward surgeon, who from his knowledge 
of the clinical data recommends him for 
group study and evaluation. If the ver- 
dict is favorable to operation, the patient 
is usually willing to undergo it, because 
his psychological preparation began weeks 
or months before: A favorable mental at- 
titude on the part of the patient is essen- 
tial, for at least two operations must be 
performed and ‘morphine will seldom be 
used to deaden the pain after operation. 
(This is the only place I visited where 
morphine is taboo.) Small doses of codeine 
are allowed. 


A successful operation with a sense of 
well being following within a short time 
makes the second stage less depressing. 
Then with continued improvement, a “cure” 
is to be expected. On the other hand, 
death or failure from whatever cause is 
quickly noised about the hospital, and has 
deterred suitable cases from undergoing the 
operation. 

Phrenocotomy and digitalization now 
precede the operation in practically every 
case. Extensive amyloid degeneration of 
the various organs is a most important 
factor in the elimination of cases for oper- 
ation. 

_ Cases with dense adhesions in which 
pneumothorax fails, cases in which cavi- 


AT 


ties are held opén by adhesions, if there be 


no contraindications, are suitable for extra 
pleural thoracoplasty. 
THE. INTERNISTS, RADIOLOGIST AND. 
CLINICAL LABORATORY 

The internist should have had his -case 
under observation sufficiently long to have 
established in his own mind the desirability 
of a permanent collapse as against tempo- 
rary pneumothorax. 

By frequent conferences with his x-ray 
specialist, he has before him didactic evi- 
dence which materially assists in the out- 
line and size of cavities and the mechanics 
of adhesions. The work done by the clin- 
ical laboratory for the internist enables 
him to present his patient to the surgeon 
with the clinical data complete. The in- 
ternist states what he hopes to have ac- 
complished by surgical collapse. The sur- 
geon, having examined the clinical data and 
the patient, evaluates him as a surgical 
risk, and one on whom the operation should 
accomplish its intended purpose. It is just 
at this point today, that the surgeon is 
often drawn into the operation against his 
better judgment, because the internist 
states, “It is the only thing left to be done,” 
when, as a matter of fact, amyloid and 
other changes have made the patient a very 
bad surgical risk. As Archibald has pointed 
out, “A better and more careful selection of 
cases, if adhered to in the future, will give 
a lowered mortality.” 

THE ANESTHETIST, WITH HIS ANTI-SHOCK 
GROUP AND DONORS 

There is quite a difference of opinion 
concerning anesthesia. Lilienthal states 
that, “Some form of local anesthesia is 
preferable to general narcosis expect per- 
haps in operating upon the first rib. ‘ 
If a general anesthesia is decided upon, 
the nitrous oxide-ether sequence is on the 
whole better than nitrous oxide and oxygen 
alone because in the latter hemorrhage is 
apt to be more free. I do not consider that 
ether properly administered acts as a dan- 
gerous irritant in tuberculosis of the lung, 
although in bronchitis and certain pulmo- 
nary lesions the temporary increase of se- 
cretion is something which ought to be 
avoided.” 

I saw Dr. A. V. S. Lambert doing the 
operation under gas-oxygen. Magendie’s so- 
lution was given twice before the opera- 
tion. 

Dr. Archibald said that he used qne-half 
per cent solution novocaine in the upper 
ribs and gas-oxygen. His patients are quiet. 
Concerning the cause of ileus following 
thoracoplasties, he says that alcohol in- 
jected into nerves below the sixth niight 





cause ileus, but that he has never seen it 
from novocaine. 

I did not see Colonel Keller do a thora- 
coplasty, but in the massive rib resections 
in his empyema cases he uses gas-oxygen 
and one-half per cent novocaine. Morphine, 
one-quarter grain, with 1-150 gr. atropine, 
is given a half hour before the operation. 
Gas-oxygen to the point of analgesia, for 
as he has previously stated, “This proced- 
ure, in addition to relieving pain, also 
serves the double purpose of allaying fright 
and rendering the patient less susceptible 
to his surroundings, thus eliminating one 
of the elements in the production of shock.” 

I have seen Hedblom use the same combi- 
nation of anesthetics and for the same rea- 
sons. 

Major Thearle, who has performed about 
one hundred thoracoplasties, uses no mor- 
phine if it can be avoided and very little 
codeine. He claims that it is a waste of 
valuable time to use novocaine. He is “in 
and out” in from fifteen to twenty-five 
minutes under gas-oxygen anesthesia. 


Nitrous oxide has a tendency to boost the 
blood pressure, which is desirable in these 
cases. 

THE ANESTHETIST 


There are probably few operations in 
surgery where the specially trained anes- 
thetist is more needed than in chest sur- 
gery in general. Again thoracoplasty con- 
forms to the general rule. Quoting Lilien- 
thal, “The anesthetist’s responsibility in 
thoracic surgery is great. He must qualify 
not only by wide general experience in his 
own specialty, but he must be particularly 
well versed in the anatomy of the chest, 
the lungs, the pleura, the heart, and the 
mediastinum. He must be familiar with 
the physiology of respiration and the statics 
of the chest. He must have a comprehen- 
sive knowledge of the fundamental prin- 
ciples and problems underlying all thoracic 
surgery. He must be conversant with va- 
rious technics of administration. He must 
have ability’ to anticipate and recognize 
complications; to forestall or to cope with 
them when they occur. 

So far as I could judge, from the chest 
work which I saw, the surgeons preferred 
to have their specially trained anesthetist. 
All, without exception, repeatedly inquired 
of the anesthetist, “What is his condition 
now?” This paradoxical situation exists; 
the chest’ surgeon desires to be “annoyed” 
by .the anesthetist’s report of the patient’s 
condition. Rapid fall in blood pressure to 
90 and below, rapid irregular pulse, increas- 
ing cyanosis, and sweating, were warnings 
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which commanded respect and received im- 
mediate attention. 


The “shock team” varied all the way 
from one to hix. In Lilienthal’s clinic at 
Bellevue, (lobectomy) two donors. were 
ready in an adjoining operating room. In 
Colonel Keller’s clinic, the donors were in 
the next room, and the citrated blood given 
without loss of time while he was closing 
the wound. He used saline and adrenalin 
chloride first. Major Thearle has all of his 
cases typed, but uses salt solution intraven- 
ously much more frequently than citrated 
blood. He uses atropine for sweating, and 
strychnine. He does not use adrenalin chlo- 
ride because if he has to switch to chloro- 
form, as they have had to several times, 
he considers this combination dangerous. 
You can readily picture the advantage in 
the use of citrated blood during a chest op 
eration over those methods requiring jux- 
taposition of the donor. With an arm of 
the patient free, the shock team can give 
the citrated blood while the surgeon is free 
to quickly terminate the operation. 

THE SURGEON AND HIS IMMEDIATE OPER- 
ATING ASSISTANTS AND NURSE 

Lilienthal, in his recent work, says: 
Thorough training in general surgery is in- 
dispensable to one who would operate for 
the cure of morbid conditions of the 
thorax.” Again in speaking of lo- 
bectomy, he states, “The first assistant 
should be one who is himself an operating 
surgeon of skill and experience, for he will 
have to do far more than merely obey the 
wishes of his chief, the latter being ‘too . 
much occupied with what may be called 
the grand outline of the operation to give 
minute attention to details.” 

Colonel Keller stresses the importance of 
training the team for chest surgery. It 
was my observation that all of the men 


‘whom I saw doing chest work had at least 


a first assistant who was specially trained. 

The operating room nurse, too, must be 
specially trained in this work. Not only 
must she have anticipated the needs of 
every step in the operative technic, in- 
cluding the new and special instruments, 
but her department should be prepared to 
meet the emergencies which may arise. 
She should have a well-trained assistant. 
THE SPECIAL NURSES TO WHOM ARE GIVEN 

THE PRE AND POST-OPERATIVE CARE 

OF THE PATIENT 

Here, too, the demand is for nurses 
trained in the care of thoracic cases. If 
possible, the same nurses should have the 
pre and post-operative care of the case. The 
probable post-operative symptoms should 
be explained to the nurse, and _ explicit 
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written instructions left with her. Pain, 
cough, dyspnea, irregular pulse, sweating, 
restlessness, all have to be correctly evalu- 
ated by the nurse or the surgeon will be 
needlessly annoyed, or advised too late. 

THE SURGEON AND NURSE TRAINED IN 

CHEST WOUND DRESSING 

I think Colonel Keller made it quite clear 
to me when he stated that, “The after care 
is more important than the operation.” 
The dressings, when to do them, how to do 
them, dealing with the emergencies as they 
arise, applying the optimum measures as 
changes occur from day to day; these are 
factors which, when skillfully and carefully 
applied, make for immediate operative suc- 
cess. 

THE INTERNIST WHO WILL SUPERVISE THE 
PATIENT DURING THE MONTHS OF 
CONVALESCENCE 

I believe that Lilienthal’s summary on 
the convalescence in thoracoplasties repre- 
sents the consensus of opinion: “Many 
who operate will be deceived by the imme- 
diate improvement, and will neglect the 
long post-operative treatment so necessary 
to ultimate success. Thoracoplasty, and its 
results, are indeed impressive, and with 


scientific hygiene and skillful medical treat- 
ment to follow the surgical convalescence, 


" we shall often have made a sharp reverse 
in the downward path of many a consump- 
tive. But this procedure, excellent though 
it is, has not taken away any part of the 
diseased lung. The patient still harbors ac- 
tive bacilli, and only the anatomical form 
of the affected organ has been changed. 
In accomplishing this change, we have im- 
proved the condition for permanent arrest. 
It remains for the family physician and 
the phthisiologist to continue the cure by 
the methods which have taken long to dis- 
cover and elaborate, and which alone can 
guide the patients through the months or 
years to safety.” 

In conclusion, a few statistics concerning 
o mortality in thoracoplasty are append- 
ed. 

Alexander published a total of 1,024 pa- 
tients of whom thirty-two per cent were 
cured, twenty-six per cent improved, and 
twelve per cent died within one month. 
Thearle says about thirty per cent of their 
cases have ultimately died, tuberculosis be- 
ing the chief cause. His mortality from all 
causes, including those with amyloid degen- 
eration, is fourteen per cent, but he stated 
that it should not exceed five per cent in 
carefully selected cases. Dr. A. V. S. Lam- 
bert thinks that: “Many tuberculars will 
take a 70 per cent chance to get back as 
useful members of society.” 


49 


We believe that in reporting their results, 
surgeons should group their cases; and give 
the results and mortality in “good risk” and 
“poor risk” groups. Then, as Archibald 
states: “When it can be shown that the 
dangers of thoracoplasty are slight, intern- 
ists will have the surgeons operate oftener.” 


CIRUGIA DE PECHO CON ESPECIAL 
REFERENCIA DE LA TORACOPLAS- 
TIA EN TUBERCULOSIS, INCLUYEN- 
DO OBSERVACIONES DE GRANDES 
CLINICAS VISITADAS. 


Dr. C. E. Yount, Prescott, Ariz. 


Uno de los sorprendentes.desarrollos sur- 
gidos de la guerra mundial es el refina- 
miento de la técnica en la cirugia de pecho. 
La toracoplastia se hizo antes de la guerra, 
pero la enorme experiencia ganada por 
muchos cirujjanos, al manejar toda clase 
de heridas del torax, los ha enriquesido con 
un vasto conocimiento tecnico en la cirugia 
de pecho; y esto ha sido usado ventajosa- 
mente, en el tratamiento de la tuberculosis 
avanzada, por la _ toracoplastia. 

La técnica para la cirugia de pecho, es 
mucho mas exacta que cual quiera otra 
rama de la medicina. Esta técnica incluye 
los siguientes e interesantes requisitos. 

(1) Consideraci6n fisica y clinica del en- 
fermo. Para practicar una toracoplastia, 
primero que todo debe seleccionarse al en- 
fermo, y no solo se tendra en cuenta que 
sea veneficiado de las lesiones con el trata- 
miento, sino tambien que el enfermo tenga 
la suficiente fuerza de voluntad para 
ayudar a combatir su mal, que algunas 
veces se prolonga y puede requerir varias 
operaciones. 

(2) El internista, radiologista y el Lab- 
oratorio Clinico, deben trabajar juntos para 
asegurar todo detalle de informaci6n que 
sera de valor al cirujano para que pueda 
determinar los peligros que envuelven al en- 
fermo que va a tratar. 

(3) La seleccién de anestesista con su 
grupo de anti-choques quirtrgicos, es im- 
portante.. No hay operacién en la cirugia 
que demande mas del anestesista. Este 
debe esatr bien familiarizado con su es 
pecialidad; conocer bien la anatomia del 
torax y entender los principios de la cirugia 
de pecho. Una pareja de donores para 
transfusiones de sangre en caso de choque 
por hemorragia, debe estar a la mano y lista 
para uso inmediato. 

(4) El cirujano tendraé un primer ayu- 
dante debidamente instruido en la cirugia 
de pecho, capaz de llevar avante los detalles 
de la operacién sin necesidad de instruc- 
ciones. 

(5) El servicio de enfermeras se pon- 











dra antes de la operacién al cuidado de 
nurses familiarizadas con este trabajo. 

(6) Téngase en cuenta, que el médico 
encargado del enfermo durante la conval- 
ecencia, puede con facilidad cambiar la con- 
dici6n del paciente en favor o en contra. 

(7) Los cuidados post-operatorios que- 
daran 4 cargo de enfermeras que tengan 
especial experiencia en el manejo de estos 
casos. 
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Solamente por la cuidadosa atencién de 
estos detalles, puede el cirujano abrigar es- 
peranza de mejor exito en la cirugia del 
pecho, especialmente en la _ toracoplastia. 
Alexander, ha publicado estadisticas de 
1,024 enfermos, de los que un 32 por ciento 
fueron curados, 26 por ciento con méjoria 
adicional. Thearle, dice que solo un 30 por 
ciento de sus casos han muerto ultimamente 
con tuberculosis. 





ATYPICAL MASTOIDITIS 


REPORT OF THREE CASES WITH OPERATION 


JOHN J. McLoonge, A. B., M. D., F. A.C. S. 
PHOENIX, ARIZONA 


In surgical mastoiditis unexpected find- 
ings are not unusual. A hurried operation 
upon a patient with very -urgent clinical 
symptoms may disclose a pathologic condi- 
tion not at all proportionate to the appar- 
ent severity of the case; on the other hand, 
what appears to be the most innocent case 
may show advanced dangerous lesions in 
the mastoid process. 

The clinical problems that confront the 
surgeon in cases of mastoiditis are quite 
varied. He may see the frank case with 
all the classical symptoms and the positive 
indications for operation; such cases offer 
little diagnostic difficulty. On the other 
hand, he may be puzzled by one of the atyp- 
ical forms, that is, cases in which the clini- 
cal picture is obscured by the absence of the 
characteristic signs of the disease or dis- 
torted by the presence of complicating fac- 
tors. In mastoid surgery, one occasionally 
meets with the most extensive pathologic 
changes, notwithstanding the fact that the 
clinical symptoms did not appear alarming. 

Atypical cases of mastoiditis, while some- 
times extremely difficult’ to recognize, may 
at the same time lead to serious results 
when operation is not performed. This fact 
is emphasized by the unexpected finding 
at operation of dangerous lesions in close 
proximity to such vital structures as the 
lateral sinus, the middle fossa of the skull, 
or the semi-circular canals. 

The symptomatology of unresolving mas- 
toiditis is dependent upon certain underly- 
ing pathology, which, for the most part, 
results from insufficient drainage; other 
factors to be considered are the virulence 
of the infecting organism, the bony struc- 
ture of the mastoid process, and the degree 
of the patient’s resistance. Because of the 
presence of a mixed infection, it is often 
impossible to demonstrate the true offend- 
ing organism. The staphylococcus alone 


may show in the aural discharge, while the 

more virulent bacteria, for example the 

streptococcus or the pneumococcus, remain 

in the mastoid antrum and the deeper cells. 
In order to properly evaluate the trend 

of events in the atypical case, it might be 

well to review the classical symptoms of 

the disease and to consider the unusual 

manifestations in this order. I shall, there- 

fore, discuss this subject under the follow- 

ing headings: 

Pre-existent Otitis Media. 

Pain. 

Mastoid Tenderness. 

Fever and Leukocytosis. 

Swelling and Edema Over the Mas- 


toi 


Prolapse of the Postero-Superior Wall 
of the Auditory Canal. 

7. Deafness. 

8. X-ray. Findings. 

1. Pre-Existent Otitis Media. Acute pur- 
ulent inflammation of the mastoid cells is 
usually secondary to an acute or chronic 
suppurative otitis media. As the mucous 
membrane lining the mastoid antrum is 
continuous with that of the middle ear, 
there is some concomitant inflammatory re- 
action in almost every case of acute infec- 
tion of the tympanic cavity. However, less 
than two per cent of such cases terminate 
in a true mastoiditis of such a nature as to 
demand surgical intervention. 

In most cases of mastoiditis, the history 
of an antecedent otitis media is clearly es- 
tablished, and there usually is, or has been, 
an aural discharge through one or more 
perforations in the drum head. In the 
atypical case of mastoiditis, however, the 
history of middle ear disease may be en- 
tirely lacking, and there may be no dis- 
charge at any time and no perforations of 
the membrana tympani. In such cases, the 
tympanic phase of the disease is so insid- 


Read Before the Medical and Surgical Association of the Southwest, at its Eleventh 
Annual Session, at El] Paso, Texas, November 5 to’7, 1925 
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ious as to be overlooked or actually unrec- 
ognizable. Phillips and Friesner’ in 1922 
reported five cases of atypical mastoiditis 
in which the history showed no discharge 
from the middle ear and there ‘were no 
spontaneous perforations of the drum head. 
Case 3 of my series and one previously re- 
ported were also of this type. Hempstead’ 
in 1923 stated that only fifty-two cases of 


_ mastoiditis, without apparent involvement 


of the middle ear had been reported up to 
that time in the English and American lit- 
erature. He reported three additional cases 
of his own. Two more cases were reported 
by Heggie and Knauer’ in 1924. There are 
numerous observations, therefore, to dem- 
onstrate that one of the important forms 
of atypical mastoiditis is that which occurs 
without any apparent preceding otitis 
media. 

Absence of pus in the middle ear with a 
closed drum head can be explained by there 
having been a previous infection in the 
tympanic cavity by way of eustachian tube. 
After the bacterial process has extended 
into the antrum, or mastoid cells, the infec- 
tion in the middle ear becomes quiescent. 
A walling off of either antrum, middle ear, 
or both, takes place, while the bacterial in- 
vasion still continues in the smaller cellular 
spaces. 

2. Pain. Of the symptoms which char- 
acterize the typical case of mastoiditis, the 
most important one is pain. A deep-seated, 
post-auricular pain, persisting after otor- 
rhea has been established, is strongly sug- 
gestive of mastoid disease. The pain may 
be in the nature of a dull ache, or of the 
lancinating variety, radiating over the en- 
tire side of the cranium. 

Pain is the most constant of all the symp- 
toms of mastoiditis, being present, in the 
great majority even of the atypical cases. 
However, Politzer’, some year ago, called 
attention to the fact that in exceptional 
cases, pain and tenderness may be entirely 
wanting, even in the presence of extensive 
abscess formation. Hays’ in 1922 reported 
a case in a child, aged 4, following scarlet 
fever, in which there was no pain at any 
time, although operation disclosed the pres- 
ence of a large quantity of pus in the mas- 
toid process, together with a perisinuous 
and epidural abscess. Another unusual case 
in which there was no pain, discomfort, or 
fever, either before or after operation, not- 
withstanding the presence of extensive and 
total infection of the right mastoid process, 
including a perisinuous and epidural abscess 
and lateral sinus thrombosis, was reported 
by Jones* in 1923. 

I have previously reported the case’ of a 
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girl, aged 9, who at no time following a 
myringotomy complained of any pain. On 
the fourth day she experienced a chill, fol- 
lowed by a rise of temperature to 104. I 
advised an immediate operation, which dis- 
closed a mastoid tip filled with pus and ex- 
tensive necrosis of the cells over the lateral 
sinus. 

3. Mastoid Tenderness. The great ma- 
jority of patients with otitis media have 
some degree of tenderness over the mastoid 
process during the first week of their ill- 
ness. When such tenderness persists 
throughout the second week, or, if previous- 
ly absent, appears at that time, it furnishes 
presumptive evidence of the presence of in- 
flammation in the mastoid. 

Mastoid tenderness in the presence of in- 
fection is, to a large extent, conditioned by 
the osseous structure of the mastoid pro- 
cess. The infected mastoid which has a 
thin cortex and is largely of the pneumatic 
type is always quite sensitive to pressure. 
In the sclerotic type of mastoid, which con- 
tains but few pneumatic cells, there may be 
no tenderness even on firm pressure, not- 
withstanding the presence of advanced dis- 
ease ‘within the bone. The same state of 
affairs is true when the external cortical 
layer of the bone is abnormally thick. Thus 
the absence of tenderness by no means 
rules out mastoiditis. Hays’ in 1923 re- 
ported three cases in which, in spite of the 
absence of tenderness over the mastoid, 
advanced suppuration and bone destruction 
were found at operation. 

In my third case, there was an entire 
absence of tenderness over the mastoid or 
in its vicinity; in the first case, pain was - 
felt by making pressure over the sterno- 
cleido-mastoid muscle, but not over the 
mastoid itself. 

4. Fever and Leukocytosis. Slight fever 
with associated leukocytosis is the rule in 
uncomplicated mastoiditis; but fever is one 
of the most unreliable symptoms. There 
may be very extensive involvement of the 
mastoid without any elevation of the tem- 
perature. In case of complicating brain ab- 
scess, the temperature may even be sub- 
normal. Two of the three cases of atypical 
mastoiditis which I am reporting were char- 
acterized by an afebrile course. 

5. Swelling and Edema Over the Mas- 
toid. The presence of edema over the mas- 
toid process is very significant; unfortu- 
nately, however, this sign is noted only in 
subjects with a thin outer cortical wall. 
Swelling and edema over the mastoid are 
not to be expected in the atypical case. 
These changes were not observed in any 
one of my three cases. 





6. Sagging of the Postero-Superior Wall 
of the Auditory Canal. This sign, which is 
usually associated with a bulging of the 
postero-superior portion of the drum mem- 
brane, is of great diagnostic importance 
when present. It results in a distinct nar- 
rowing of the auditory canal and is caused 
by a retention of pus in the mastoid antrum 
and border cells. This sign was absent in 
the cases under discussion. In atypical 
cases of mastoiditis, sagging of the pos- 
tero-superior wall may be absent. On the 
other hand, this sign may be noted in 
furunculosis of the auditory canal. . 

7. Deafness. Impairment of hearing 
is apt to be greater in the atypical than 
in the typical case. MacKenzie’, who re- 
cently called attention to this fact, gives as 
the reason the frequent involvement of the 
perceptive apparatus in the inner ear as 
well as of the conductive apparatus in the 
atypical cases of mastoiditis. The typical 
case is usually recognized early, and a 
prompt operation protects the bone from 
extensive damage. In the atypical case, 
however, the infection is often allowed to 
spread to the sound-perceiving apparatus 
before surgica!] intervention is instituted. 

8. X-ray Findings. In the frank 
case of suppuration of the mastoid, the x- 
The dens- 


ray findings are very definite. 
ity of the bone is increased, and the tra- 


beculae which outline the 
blurred. 

In the recognition of the atypical case 
of mastoiditis the x-ray is of great value. 
The three cases which I am _ reporting 
offer convincing evidence of the import- 
ance of this procedure in the suspected 
case. Even when the clinical signs are 
clearly defined, a roentgenogram should 
nevertheless be taken in order that one 
may know beforehand the anatomic struc- 
ture of the particular mastoid with which 
he is dealing, the probable extent of the 
destructive process, and the position of the 
lateral sinus. The sclerosed or acellular 
mastoidi s the type most frequently encoun- 
tered in the atypical case. One can be fore- 
warned of the presence of this condition 
by an-x-ray picture. In the diploetic mas- 
toid, with sparse evidence of pneumatic 
cells, the antrum is likely to be deeply 
placed with very thin bone separating it 
from the most vital contiguous structures, 
such as inner ear, the middle or the pos- 
terior cranial fossa. 

In studying the x-ray appearances of the 
mastoid, Bigelow and Gerber” have empha- 
sized the fact that various films may show 
every possible gradation, ranging from the 
completely acellular mastoid to the most 
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widespread pneumatization. Their studies 
show that roentgenologically there is no 
such thing as a “typical” mastoid process. 


REPORT OF CASES 

CASE 1. A man, 35, was referred to me on 
October 14, 1923, with the complaint of constant 
pain in the right ear. He had had an attack of 
what appeared to be influenza in March, which 
resulted in a chronic nasal discharge. In August, 
he began to have pain in the left ear, and the 
drum head ruptured. There was discharge from 
the ear for two weeks, after which this ear 
gave him no further trouble. 

The present illness began early in September 
with almost constant pain, which was described 
as being located deep in the right ear. When I 
first saw the patient on October 14, the tympanum 
of right ear was retracted and thickened and the 
cone of light diminished. There was also some 
retraction of the left drum head with adhesions. 


His nasal septum showed marked deviation to 
the left. On the right side, there was some pus 
at the anterior end of the right middle turbinate. 
Pus was also found in the sphenoethmoidal re 
cess of the same side. By washing the right an- 
trum, one-half ounce of a serosanguineous dis- 
charge was obtained. 

The right external auditory canal was slightly 
swollen, and there was some inflammation of the 
external ear. The 
two days under local treatment, but the pain 
continued. Drainage of the right antrum and 
sphenoethmoidal region gave no relief. On ac- 
count of the subacute inflammatory thickening of 
Shrapnell’s membrane, an incision was made in 
the right ear drum; but there was no purulent dis- 
charge, only a slight amount of blood, 

X-ray findings: Roentgen ray examination of 
the mastoid processes disclosed evidence of a low 
grade of change in both bones. The cells were 
well developed and of the pneumatic type, but the 
pictures showed loss of definition and increased 
density in the immediate neighborhood of the canal. 

X-ray examination of the accessory sinuses 
showed a noticeable increase in the density of 
the right antrum which, however, was not evenly 
distributed throughout the sinus; it probably did 
not represent fluid. There was some increase in 
the density of the right e@thmoid and sphenoid 
sinuses. 

Further course: There was no fever at this 
time. A latent mastoid abscess on the right side 
was suspected, and an exploratory operation ad- 
vised. However, the patient was obliged to re 
turn home and was not seen again until Novem- 
ber 16. He then stated that three days after his 
return home his right ear began to discharge. 

The patient’s chief complaint, when he was seen 
in November, was a deep-seated pain, located 
about one inch below the tip of the mastoid. 
There was no tenderness over the mastoid an- 
trum or tip. However, the patient manifested ge- 
vere pain when pressure was made along the an- 
terior border of the right sternocleiao-mastoid mus- 
cle. Through a small perforation there was seen 
coming from the right tympanic cavity a slight 
amount of purulent discharge. Culture of the pus 
showed staphylococcus. There was some bulging 
of the drum head in the neighborhood of Shrap 
nell’s membrane. Hearing of the whispered voice 
had diminished from eight feet to four feet. The 
temperature was normal and the white blood cell 
count was 8,000 with eighty-six per cent polynu- 
clears. 

X-ray examination at this time gave an appear- 
ance somewhat similar to that of a month before, 
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except that on the right side there was a slight 
increase in the haziness with still greater loss of 
the definition of the pneumatic cells. The appear- 
ance was such as to suggest some degree of dis- 
turbance in both processes. 

Operative Findings: A diagnosis of mastoiditis 
was made and mastoidectomy was performed on 
the right side. The cortex overlying the region 
of the antrum was found to be quite dense. Pus 
and granulations were found in the antrum. Ex- 
ploration of the mastoid tip disclosed a large 
amount of granulation tissue with free pus under 
pressure. The lateral sinus was covered with a 
large necrotic mass. In removing these granula- 
tions, the lateral sinus wall was accidentally per- 
forated. There was free bleeding from both ends 
of sinus. The lateral sinus and mastoid cavity 
were taken care of in the usual manner. The pa- 
tient made a good recovery and was discharged 
on December 9 with the wound perfectly healed. 


CASE 2. A woman, aged 63, was referred to 
me on January 5, 1924, with a history of frequent 
attacks of pain over the right temporal region 
which began about the middle of December, 1923. 
She had suffered from a brief attack of purulent 
otitis media in the same ear during the previous 
October. This attack subsided following a spon- 
taneous rupture of the ear drum and the resultant 
aural discharge ceased after three days. At times, 
however, the patient said she suffered from attacks 
of vertigo, during wihch she felt an inclination to 
fall forward. On December 15 her discomfort re- 
turned and the drum membrane was lanced by her 
physician. This procedure afforded only tem- 
porary relief. 

Examination on admission disclosed a smail 
amount of discharge from the right middle ear and 
slight edema of the auditory canal. There was 
no definite sagging of the postero-superior wall. 
Mastoid tenderness could be elicited by firm pres- 
sure over the tip only. The temperature was nor- 
mal and the white blood cell count was only 6,500 
with seventy per cent polynuclears. Culture of 
aural pus showed staphylococcus. At time of op- 
eration, however, the microorganism in the deeper 
cells proved ‘to be the pneumococcus. 

X-ray Findings: Roentgen ray examination 
showed evidence of a chronic destructive disease 
in right mastoid process, with partial eburnation. 
In the upper posterior and lower portion, the cells 
were preserved but had the characteristic appear- 
ance of infected bone. 

Operative Findings: 
was done. 


A simple mastoidectomy 
The cortex was found to be extreme 
ly dense. Free pus was found in the upper and 
posterior mastoid cells. The tip of the mastoid 
was filled with pus and necrotic tissue. There 
was very little pathology in the mastoid antrum. 
Further exploration revealed the presence of a 
perisinuous abscess. The wound was closed with 
drainage and healed satisfactorily. The patient 
made a good recovery. 

CASE 3. A girl, aged 7, was seen in consulta- 
tion March 20, 1924, and admitted to hospital April 
12, 1924. The chief complaint was an intermittent 
pain over the left mastoid region of six weeks’ 
duration which followed an attack of measles. The 
patient’s ear drum was incised when first seen 
and also two weeks later, but at no time was 
there any discharge from the middle ear. 

Repeated examination revealed no evidence of 
mastoid tenderness. The temperature range was 
between 98.8 and 99.5 F. The white blood cell 
count was 12,500 with seventy-five per cent poly- 
nuclears. 

X-ray Findings: Roentgen ray examination dis- 
closed definite evidence of involvement of the 
left mastoid bone. The whole mastoid region was 


blurred as compared with the right side, and the 
definition of the cell outlines was lost. 


Operative Findings: The diagnosis of acute 
mastoiditis was made and a simple mastoidectomy 
was accordingly performed. The mastoid antrum 
was found to be filled with granulations which 
were walled off from the remaining portions of 
the mastoid by fairly dense bone, Pus was found 
beneath the tip, pointing posteriorly in the direc- 
tion of the lateral sinus, also above and toward 
the middle fossa of the skull. Following the op- 
eration the child made a good recovery. 


SUMMARY 

1. In mastoid surgery the most exten- 
sive pathologic changes are sometimes en- 
countered in cases without alarming clinical 
symptoms. 

2. One must constantly be on the look- 
out for the atypical case of mastoiditis; 
otherwise, there will be danger of the de- 
velopment of dangerous complications be- 
fore the condition is recognized. 

3. There are many observations on rec- 
ord to prove that mastoiditis may occur 
without any apparent preceding otitis 
media. 

4. Pain is the most trustworthy of the 
svmptoms of mastoid suppuration, but even 
this evidence may be altogether lacking in 
atypical cases. 

5. In atypical cases there may be no 
tenderness even on firm pressure over the 
mastoid process, notwithstanding the pres- 
ence of advanced disease within the bone. 
The sclerosed type of mastoid with but few 
pneumatic cells and the mastoid with a very 
thick external cortical layer are the types 
which are likely to be free from tenderness. 

6. Fever, leukocytosis and edema over 
the mastoid are ordinarily absent in atypi- 
cal cases. 

7. Sagging of the postero-superior wall 
of the auditory canal is an important sign 
of mastoiditis. when present, but this sign 
may be wanting. 

8. Deafness is apt to be more pro- 
nounuced in the atypical than in the typical 
case of mastoiditis. 

9. The x-ray findings are of great as- 
sistance in the suspected case of mastoiditis. 
In each of my three atypical cases, the 
roentgenogram was of decisive importance, ' 
in the diagnosis. An x-ray picture of the 
mastoid processes should be taken even in 
the frank case of suppuration, in order that 
one may know before operation the an- 
atomic structure of the particular mastoid 
with which he is dealing, the probable ex- 
tent of the destructive process, and the po- 
sition of the lateral sinus. 
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DISCUSSION 


DR. J, M. BRITTON, El Paso, Texas, (opening): 
I am sorry it is growing so late, as this is a very 
interesting paper, on one of the most interesting 
subjects we specialists have to go up against. 

Any man can easily tell when he has an acute 
mastoid, but when you come to the atypical, it is 
altogether a different proposition. I often say to 
a general surgeon, “Well, doctor! What are you 
doing this morning?” The reply will be, “I don’t 
know, I am opening a belly.” It is the same way 
with us when up against atypical mastoiditis. 

In many of these cases you may have little or 
nothing to go by. There is no swelling—maybe a 
pain on the side of the head, which does not local- 
ize. I had a case a few years ago that caused me 
to sweat blood, almost, This particular case was 
that of a boy, 17 years old. There was no redness 
of the canal at any point, the ear-drum was per- 
fectly normal in every way, but he complained of 
headache, continual headache. I watched him, had 
a blood count made every twelve hours. The first 
time it was 10,000; next, 12,000; it just went right 
on up for two days, and finally went to 26,000 in 
about eight hours. Then I went in at once with 
an electric drill, and, as the doctor says, it was a 
sclerosed mastoid. When I got in, the blood 
flowed, and on examining it, it was liquid pus. 

This disease eats up the bone tissue, and, as I 
have said before, it is something the ear men have 
to be awfully careful about, The only thing to do 
is to make your exploratory incision, just as the 
belly surgeons do. If there is anything there, you 
will relieve your patient, and you want to get in 
at once, for if you wait, you may get a lateral 
sinus thrombosis. My plan is this: If I am in 
doubt, operate. It is no trouble to bore into the 
mastoid. and see, and if there is nothing there 
no harm is done. 

DR. P. R. CASELLAS, El Paso, Texas: I have 
listened very carefully to the paper presented by 
Dr. McLoone, and it strikes me that he is operat- 
ing his cases very early, for which he is to be 
congratulated. The reason why I think so, is be- 
cause he gave us a typical case of x-ray findings 
in early cases. 

Whenever you find the mastoid cells cloudy, two 
things maye be the cause: There is either pus, or 
else you have occluded mastoids. In the late cases 
you find the reverse. You have bone destruction, 
and therefore they give you a shadow very rari- 
fied. In other words, you find your dark shadows 
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in contrast to the white shadows that you would 
find when there is pus and little destruction. 

I do not know what positions Dr. McLoone’s 
roentgenologist secures, but I like always to check 
up with the antero-posterior. I therefore take the 
usual lateral view of the mastoid and then take 
one in the antero-posterior position, tilting out- 
ward and downward; so as to get the mastoid cells 
away from the skull. The importance of this view 
is that you visualize very plainly the roof of the 
middle cranial fossa, and in that way you see the 
relation between the focus of infection and the 
cranial cavity. 

DR. JOHN J. McLOONE, Phoenix, Arizona, (clos- 
ing): -I regret that the time limit did not permit 
me to give the detailed case reports appended to 
my paper, in which event Dr. Casella’s impression 
of my operating early in cases of suspeced mas- 
toiditis might have been changed. The cases under 
discussion could have advantageously been operated 
upon sooner. However, their obscure symptom- 
atology precluded earlier surgical interference. 
Hence, in the absence of the classical symptoms, 
we cannot always rule out extensive mastoid in- 
volvement, 

I would be unwilling to make my diagnosis from 
an x-ray picture alone. An x-ray picture in mas- 
toiditis, to be of greatest value, should be properly 
correlated with the clinical findings. However, in 
the afypical cage, with meager clinical evidence, 
the radiogram may be the deciding factor for or 
against the operation. 

If by operating early is meant opening the mas- 
toid before dangerous complications occur, then I 
certainly am an advocate of early operation. On 
the other hand, one can err by operfating too early 
as well as too late. It is in the atypical case, espe 
cially, that every possible diagnostic resource 
should be employed. Careful observation of a pa- 
tient in the various stages of mastoiditis will very 
often counsel delay in operating. On the other 
hand, these same observations will urge prompt 
surgical intervention if we would avoid the serious 
complications that frequently follow in the wake 
of neglected mastoiditis, 





MASTOIDITIS ATIPICAS. 
Dr. John J. McLoone, Phoenix, Ariz. 


Son varias las circunstancias que con- 
frontan al cirujano y los sintomas no siem- 
pre son conformes a la seriedad de las con- 
diciones que presentan los casos. 

Algunas veces es extremadamente dificil 
reconocer los casos atipicos, pudiendo esto 
dar lugar a serios resultados si no son op- 
erados. El descubrimiento de los aspectos 
tipicos y atipicos ha sido discutido bajo 
muchos aspectos. 

1 Pre-existente Otitis Media. En la 
majoria de las mastoiditis se descubre la 
historia de una otitis media con supuraci6n, 
pero en los casos no caracteristicos, pueden 
faltar estos antecedentes. La falta de pus 
en el oido medio, por lo general ocurre en 
infecciones que han penetrado a traves del 
antro y cavidad timpanica, formando una 
infeccién aislada. 

2 Dolor. En las mastoiditis tipicas, el 
dolor es el sintoma mas importante y existe 
aun en los casos caracteristicos, pero ex- 
cepcionalmente puede faltar como lo han 





_ FEBRUARY, 1926 


reportado Politzer y Hays. El autor previa- 
mente ha reportado un caso semejante, 
donde el dolor no existié aunque el proceso 
mastoideo estaba lleno de pus. 

3 Sensibilidad del Mastoides. General- 
mente la regién del mastoides es sensible- 
mente dolorosa, pero la ausencia o exis- 
tencia de dolor, en parte depende de la ex- 
tructura huesosa; donde hay pocas celulas, 
puede faltar. El tercer caso del autor, no 
tuvo este sintoma. 

4 Fiebre vy Leucocitosis. La fiebre es un 
sintoma incierto. En dos de los casos re- 
‘ portados no existiéd elevacién de tempera- 
tura. 

5 Puede faltar la Inflamacién o Edema. 

6 El abombamiento de la pared poster- 
ior, que es uno de los sintomas comunes, de 
ordinario falta en los casos atipicos. 
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7 Sordera. La sordera es mas comun en - 
este ultimo grupo, que en los tipicos; por--.- 
que la infeccién se extiende sobre el aparato ~ - 
receptor del sonido antes de que se pueda 
hacer el diagnéstico. 

8 La investigacién por el uso de los 
rayos x. es de valor en los casos no tipicos, 
tanto como en los caracteristicos, pero” en 
los primeros, es mas comun la esclerosis del 
mastoides. Esta clasede estructuras arroja:: 
mucha luz en la patologia de las mastoiditis 
no tipicas. 

El] autor reporta tres casos cuyo curso 
fué enteramente atipico y en la operacién 
de cada uno de ellos, se demostré lo avan- 
zado de la enfermedad; teniendo todos la | 
formacién de abscesos peri-sénicos, antes de 
— podido descubrir la extensién afec- 





TULAREMIA 


M. B. CULPEPPER, M. D. 
CARLSBAD, N. M. 


Our interest in Tularemia arises on ac- 
count of its newness. It is one of the new 
diseases discovered in the last fifteen years. 
Tularemia is a fatal disease of rodents, es- 
‘pecially ground squirrels and wild rabbits. 
It is transmitted to man as an accidental 
infection through the bite of a blood-suck- 
ing insect or tick which has previously bit- 
ten an infected rodent. Man may contract 
the infection while dressing or cutting up 
infected rodents, as in the case of hunters, 
cooks, marketmen, or fishermen, while 
using portions of the infected rabbit for 
fish bait. Also laboratory workers have 
been known to contract the disease while 
at laboratory investigations. It seems to 
be very easily contracted. 


Another reason for our interest in this 
disease is that so far it has been found 
principally in the western states, viz: Utah, 
Wyoming, Colorado, Idaho, Montana, New 
Mexico, Texas and Arizona. However, 
cases have been reported from Ohio, North 
Carolina, Mississippi, the two Virginias, and 
the District of Columbia in the past two 
years. The first history we have of it 
seems to have sprung from Tulare County, 
California, in 1910, and was called by Mc- 
Coy, its discoverer, “plague-like disease of 
rodents,” because the appearance of the 
lesions in the ground squirrel there, were 
very similar to the lesions of bubonic 
plague. — 

The name “tularemia” was not attached 
to the disease till 1921, by Dr. Edward 


Francis, Surgeon, United States Public 
Health Service. While making extensive 
investigation of cases in Utah, McCoy and 
Chapin, in 1911, discovered the causative 
organism and called it bacterium tularense, 
because the infection was first recognized 
in the ground squirrels in Tulare County, 
California. Some of the synonyms of the 
disease are: Plague-like disease of rodents, 
rabbit fever, deer-fly fever, glandular type 
of tick fever. 

The reservoir of infection to. man is 
through rabbits and ground squirrels, either 
in actual contact, as by dressing these ani- 
mals, or by ticks which have bitten an in- 
fected animal and afterward attack man. 

Case histories of fifty-nine cases are on 
record. In Montana, fourteen. cases were 
reported due to fly bites. In Texas, Ari- 
zona and New Mexico, thirteen cases had 
been, caused by cutting up jackrabbits for 
hog feed, chicken feed and fish bait. In 
Ohio, Washington, D. C., North Carolina, 
Virginia and West Virginia, fourteen cases 
by dressing cotton-tails for food. Eighteen 
were laboratory workers in San Francisco, 
Washington, D. C., and Hamilton, Montana. 

SYMPTOMS 


Two types are recognized; glandular type 
and typhoid type. The glandular type is 
by far the most common. The typhoid type 
has occurred principally in laboratory 
workers. 

The onset is sudden and is manifested: by 
headache, chilliness, body pains and fever. 
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The point of entrance of the infection be- 
comes red, swollen, with a papule which 
soon ulcerates and begins to break down the 
surrounding tissue, till the ulcer assumes 
half the size, and some the full size, of a 
dime. The most common location of the 
lesion is the dorsal side of the hand and 
around the finger nails. I have seen one 
case on the left cheek under the eye. These 
ulcers enlarge slowly and are very ragged 
and irregular in shape, with nodular eleva- 
tions around their edge. The color is gray- 
ish red and they are quite purulent. They 
reach their full stage of development in 
from ten days to three weeks, and are very 
slow to heal, sometimes lasting from one 
to three months, and when they have healed 
over they assume a very nodular surface. 
As the ulceration gets well under way, 
say in four to six days, the lymph glands 
supplied by this area begin to become pain- 
ful and swollen; if on the hand, the epi- 
trochler and axillary; if about the face, the 
glands supplied by this region enlarge. 
These glands do not all break down. My 
observation is that most of them do. These 
lesions are also very slow to get well; I 
have seen them draining for two months 
after beginning to drain, but the majority 
heal in from two to four weeks. 

The temperature is not a prominent fac- 
tor, beginning in the first three to five 
days, and subsiding in from one to three 
weeks. -It will range from 99 to 103, many 
patients not being compelled to take to 
their beds.. I have not seen the typhoid 
type of the disease. 

The normal blood count is not sufficient- 
ly. changed to be of diagnostic importance. 
In many cases the leucocyte count is some- 
what increased. 

Convalescence is slow. Very few pa- 
tients will return to work under a month, 
and frequently not for two to three months, 
but they usually have no permanent dis- 
ability: resulting. 

Death is rare. Out of ten cases of the 
disease in Carlsbad, N. M., there was one 
death, but this man suffered previously 
with some heart lesion. 

DIAGNOSIS 

The blood serum of a patient suffering 
from tularemia agglutinates bacterium tu- 
larense just as the serum of a typhoid pa- 
tient agglutinates bacterium typhosys. This 
is a very reliable and practical test. It 
does not agglutinate during the first week 
of the illness, but after the first week the 
agglutinating principle seems to be perma- 
nent even for several years. 

IMMUNITY 
Since it has been found that the serum 
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from the blood of patients who have suf- 
fered from tularemia will agglutinate the 
blood of those suffering from the disease, 
and that there seems to be no time limit 
to this process, it would seem that one at- 
tack immunizes the patient against further 
attacks, and so far as statistics have been 
compiled, only one case has been reported 
where a second attack has occured. This 
case occurred in a laboratory worker who 
dissected without gloves animals which had 
died with the disease. The symptoms in 
this case were confined to a small lesion on 
the hand with slight lymphadenitis of the . 
epitrochlear and axillary glands, without 
constitutional symptoms. 
TREATMENT 


The treatment is symptomatic, with rest 
in bed, alternative tonics as iron and the 
iodides, with such eliminants as would seem 
advisable. It is probably better to poultice 
the affected glands till they become quite 
soft before opening them, as it has been 
noted that early opening of these glands 
fails to give relief and lengthens out the 
healing process. 

DISCUSSION 

DR, ANCIL MARTIN, Phoenix, Arizona, (open- 
ing): My first cases of tularemia were seen in 1907. 
They were not, of course, called tularemia, because 
this term was not coined until 1911, when: Francis 
worked out the true etiology of this disease. Six 
cases were reported by me at the meeting of the 
Arizona State Medical Association, held in Pres- 
cott, in 1909, in a paper entitled, “Infection of the 
Conjunctiva,” and under the heading of “Rabbit 
Septicemia.” The cases of 1907 have recently been 
classed by Francis as “tularemia” and were proven 
to have been such by finding that one of these old 
cases still has agglutins for the tularemia organ- 
ism. I mentioned three cases, where the infecting 
focus appeared in the eye; at the same time three 
other cases, the focus of infection being in other 
localities, were reported. One of the three eye 
cases, “G. W.,” was reported by letter to Dr. Novy 
of Ann Arbor at the time, and was later quoted 
by Dr. Francis in his article in the A. M. A. Jour- 
nal of April 25, 1925. I would like, at this time, to 
place the other two eye cases, seen in 1907, on 
record, as they were also undoubtedly tularemia, 

Case 2. August 5, 1907, E. W. age 11, presented 
himself to me with the following history: “Ten 
days ago, first noticed a small pimple on the upper 
lid of the left eye, accompanied by téaring,- pain 
and swelling of the lids. The following day had 
four light chills.” He gave a history of having 
handled jackrabbits, Examination showed edema 
of the lids, and the bulbar conjunctiva greatly 
swollen and overlapping the cornea; lower lid pre- 
sented several ulcers with one on the upper lid. 
Slight purulent discharge. The boy appeared quite 
ill. The pre-auricular and submaxillary glands en- 
larged and tender. Temperature 105; pulse 120. 
Ten potiinds in weight were lost in ten days. A 
diagnosis of “Jackrabbit Septicemia” was made. 
Glands were later opened and drained by Dr. O. E. 
Plath, his family physician. 

Case 3. R. M., 1907. Record similar to that of 
E. W. Focus of infection was in the right eye. 
Much edema of lids, with conjunctival ulcer, Gland- 
ular enlargement, preauricular and anterior cervi- 
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eal. Chills, fever and other toxic symptoms ob- 
served, but to a less degree than in cases 1 and 
2. Recovery slow. 

During my attendance upon the above three 
cases, the patients informed me of three others, in 
one of which the focus of infection was the foot, 
another the finger, and the third at some point 
about the head, as the lymphatics of the neck were 
involved. 

Case 4. In the Southwestern Medicine for May, 
1925, I reported another typical case, J. F. S., with 
the focus of infection in the right eye, following 
the skinning of a rabbit, the carcass of which was 
fed to his dog. After twenty-four hours, the dog 
became ill. No glandular enlargements appeared, 
and since then he has remained in good health. 
I tried to persuade Watkins to secure a blood 
specimen from the dog, but he declined with 
thanks, inasmuch as the dog was valued at five 
hundred dollars, and has a reputation of being a 
savage “police dog.” 

In a letter from Dr. Francis, dated October 12, 
of this year, he writes: “I was routed out of bed 
October 2, to receive a radiogram from Fukushima, 
Japan, from a Japanese doctor who thinks there 
is tularemia in Japan, and who is sending me a 
serum from a case for test.” Dr. Francis re- 
marks, “Your child is growing.” 

DR. W..L. BROWN, El Posa, Texas: “I want 
to get the record straight for those here who are 
not acquainted with the literature of tularemia, 
and say to you that Dr.. Ancil Martin, who has 
just spoken, has been recognized by the United 
States Public Health Service as the “father of tu- 
laremia” Dr, Martin is the man who recognized 
and described the disease as early as 1907, and 
there is no reason why it should not be called 
“Martinremia,” or some such name, as to be called 
“tularemia,” since it was discovered by Dr. Martin 
and reported long before it was reported from Tu- 
lare County, California, from whence it gets its 
name. We feel proud of the fact that Dr. Martin 
is one of our close colleagues and that the Public 
Health Service has.given him credit as having 
been the discoverer of the disease. It is one of 
the unusual diseases that has been discovered and 
worked out completely by Americans. 

We happened to have a case here recently (the 
only -case so far reported from El] Paso, and, as 
fas as we know, the only one to be reported from 
the state of Texas. Dr. Francis writes me that he 
has made the agglutination test on two other cases 
in Texas.) 

Our case was a locomotive engineer. He was 
oiling his engine at 8 o’clock in the evening, last 
August, when. an insect, which he thinks was>an 
enormous mosquito, bit him under the left eye. 
He took his engine out the same as usual, but 
about midnight commenced to have pain in the 
glands of his neck. 

By 5 o'clock the following day, the felt very bad. 
He tried to find a doctor before he left Douglas 
with his train, but was not successful. He, having 
a high fever, returned to El Paso with his train. 
The next day he was very sick. 

He came to us on the fourth day, with all the 
symptoms of a very acute infection, with a defi- 
nite history of some kind of insect bite on his 
cheek. 

Through Dr. Tappan and Dr. Waite, we suc- 
ceeded in getting some dead bacteria from the 
Public Health Service. The agglutination test 
was positive. 

The disease ran a very typical course. The pa- 
tient lost about sixteen pounds in eight days, or 
two pounds a day, which gives you some idea of 
the severity of the attack, Six weeks later the 
_ gland in the drainage area suppurated. The pus 
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from that gland was inoculated in guinea pigs. 
They died on the fifth day with characteristic~ 
symptoms of tularemia. : 

Guinea pigs occupying the same cage as those 
which were inoculated and died were not affected. 
In addition, Dr. Waite fed the pigs some of the 
ground-up spleen and liver from the dead animals. 
This was mixed in their food. They lived and 
thrived on it, and it did not seem to affect them 
in any way, 

If a patient, who has been bitten by an insect, 
and has a papule (usually within forty-eight hours) 
begins to have symptoms of a serious infection, 
with sweats, chills and fever, you should suspect 
tularemia. Such a patient usually comes with a 
history of rabbit skinning or insect bites, and in 
all instances, within forey-eight hours he begins to 
have symptoms of a serious infection. 

DR. CHARLES 8S. VIVIAN, Phoenix: I do not 
know anything ebout tularemia, but I do want to 
ask if it would be possible at this meeting, at 
this time, to request the U. S. Public Health Serv- 
ice to give recognition to Dr. Martin in a way that 
would be lasting. They deem Dr. Martin to be the 
first man to discover and describe the disease, 
and I wish to ask if it would be possible for this 
society to- write and request them to rename this 
disease after Dr. Martin. I make this as a 
motion. 

DR. W. L. BROWN; El Paso: Cannot we modify 
the request by suggesting that recognition be given 
Dr. Martin, as they see fit? It would be mighty 
nice if, in some way, the Public Health Service 
could give recognition to Dr. Martin, but I think 
we should leave to them the manner in which it is 
done. 

DR. CHARLES S. VIVIAN, Phoenix: If possible, 
I think it should be called Martin’s Disease. When 
you read these articles in the literature, you do 
not find that Dr. Martin is given credit for the 
first and very able description of the disease. 

(Note: The motion was carried.) 

DR. W. WARNER WATKINS, Phoenix: It is 
reasonable to think that there are many more 
cases of tularemia than are recognized. After an 
ophthalmologist has once seen this infection in the 
eye, he is not likely to overlook it again. But the 
disease may be so obscure that it is not diagnosed. 
Some of the cases which Dr. Francis reports had 
no glandular swelling, and no symptoms except the 
fever and general disability. Dr. Lake, who vis- 
ited Phoenix in 1922 to investigate the malta fever 
epidemic there, was one of the victims of tu- 
laremia. He had no symptom except fever and 
bodily weakness, 

The agglutins do not form until about the sec- 
ond week of the disease, and once formed they 
remain present almost indefinitely. Many of the 
reported cases were diagnosed after they had re 
covered, by the presence of agglutins in the blood 
serum. 

Dr. Martin had in mind finding out whether the 
dog is susceptible to the infection, but a little 
closer inquiry into the dog’s disposition somewhat 
abated our enthusiasm. 

The owner of the dog offered to bring him, muz- 
zled, and put him in the room with me. He inti- 
mated that, even with the dog muzzled, he would 
like to place a little money on the dog. He said 
he would expect me to guarantee him to the ex- 
tent of $500 that the dog would not be injured. 
I said: “Fellow, if there is anything in the world 
that Iam less interested in than finding out wheth- 
er your dog has tularemia or not I cannot think 
of it right now.” However, I offered to lay the 
matter before Dr. Martin. When I suggested to 
the “Father of- Tularemia” that some of his chil- 
dren were getting rather rampant, and that it 





would be necessary for him to bond me to the ex- 
tent of $500 to insure the dog against injury, and 
bond the dog for $5,000 not to injure me, his in- 
terest in the matter entirely evaporated. 

We do not know whether the dog has tularemia 
or not, and from the present outlook, we are des- 
tined to remain in ignorance. 

DR. M. B. CULPEPPER, Carlsbad, N. M. (clos- 
ing): I am very glad io endorse the suggestion of 
Dr. Vivian. I have seen it mentioned that Dr. 
Martin had two cases in 1907, and I should have 
made note of it in my paper, and should like to 
correct my paper to bring this fact in it. I feel 
that a great many times conditions of this kind 
arise and the wrong man is given credit for the 
investigation, 

In regard to the case reported by Dr. Martin 
wherein the police dog played a part, I would be 
glad if, in some way or other,° Dr. Watkins can 
obtain a specimen of the blood and make a test 
of it, because, as far as I know, no animals ex- 
cept the rabbit and the guinea pig, ground squir- 
rels and rats have contracted this disease. I know 
quite a number of dogs in our country have eaten 
rabbits, but I do not know of any other animals 
contracting tularemia, except, of course, those of 
the rodent type—rat and ground squirrel. 





TULAREMIA. 
Dr. M. B. Culpepper, Carlsbad, N. M. 
La Tularemia es una de las enfermedades 
‘nuevas y descubierta en los ultimos quince 
afios. Se le dié el nombre de Tularemia en 
1921 por el Dr. Eduardo Francis, del Con- 
dado de Tulare California, donde se hicieron 
las primeras investigaciones. La infeccién 
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es endémica en los roedores y algunos otros 
animales silvestres del occidente; y pasa 
al hombre, por mordisco o picadura de los 
insectos 6 por manejar animales; por ejem- 
plo: al quitar la piel a los conejos. Esta 
enfermedad se manifiesta en dos aspectos: 
tifoidéa y glandular. El desarrollo es vio- 
lento, con calosfrio, cefalalgia, dolores en el 
cuerpo y elevacién de temperatura. El 
punto de entrada si ha sido por picadura de 
insectos, se hace rojo, con inflamacién y se 
ul cera. De&Spues de algunos dias, las glan- 
dulas linfaticas inmediatas e inflamadas, se 
vuelven dolorosas y pueden o no supurarse. 
Las lesiones tardan mucho en cicatrizar. 
Casos de muerte son muy raros, pero la con- 
valecencia es prolongada. 


El diagnéstico se hace por la prueba de 
aglutinacién que se puede tener como es- 
pecifica; y es positiva durante la segunda 
semana de la enfermedad. El tratamiento 
es sintomatico. 

En la discusién se sacé por consecuencia 
que el Dr. Ancil Martin de Phoenix, Ari- 
zona, es quien reporté los primeros casos 
de tularemia en 1907 con el nombre de sep- 
ticemia de conejo, siendo todos estos casos 
infecciones de los ojos. El Servicio de Salud 
Publica ha dicho recientemente que el Dr. 
Martin, es considerado como “E] Padre de 
la Tularemia.” 





NON-SURGICAL DRAINAGE OF THE GALL TRACT 
FROM THE STANDPOINT OF A SURGEON 


GEORGE E. GoopricH, M. D., F. A. C. S. 
PHOENIX, ARIZONA 


The purpose of this paper is to show the 
usefulness to surgery of non-surgical drain- 
age of the gall tract, both in the diagnosis 
’ of diseased conditions of the gall tract and 
in its possible use in the treatment of cer- 
tain physiological and pathological condi- 
tions of this tract, If literature is taken as 
an indication, surgeons are not using this 
method extensively in connection with hand- 
ling potential surgical cases. 


Diseases of the gall bladder have gener- 
ally been considered as surgical affections. 
the work of Metzler (1917) showed that the 
gall bladder and biliary passage could be 
emptied by the instillation of concentrated 
magnesium sulphate into the first portion 
of the duodenum: The knowledge acquired 
- from a large experience in draining the gall 
tract by this method has changed our views 
of gall tract disease and its treatment. 


In order that a clearer understanding of 
the usefulness of non-surgical drainage of 
the gall bladder and of the types of cases 
suitable to it may be had, it is pertinent to 
give here a brief resume of the physiology 
of the gall tract and the pathological 
changes that take place in the bile and bili- 
ary passages. The chemistry of the bile, 
its formation, and. its function in digestion, — 
are pretty well understood. The physiology 
of the bile and the pathological changes 
that take place in this very important sys- 
tem have, however, until recent years, been 
largely matters of conjecture. 


With reference to the physiology, it is 
now quite generally conceded that the flow 
of bile into the duodenum is an intermittent 
one and that the gall bladder acts as a ten- 
sion bulb to take up the back pressure, as 
explained by C..H. Mayo and Deaver. The 
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valvulae hersteri, a long spiral valve in the 
cystic duct controls the retention of bile in 
the gall bladder, while the sphincter of Oddi 
controls the flow of bile from the ductus 
choledochus. These two valves are con- 
trolled by the sympathetic mechanism of 
the splanchnic nerves which have their cen- 
ters in the solar plexus and are therefore 
subject to all sorts of reflex stimuli origi- 
nating in other portions of the gastro-in- 
testinal tract and possibly in the pelvis. 
Metzler’ has demonstrated that the mus- 
culature of the gall bladder works just op- 
‘posite to that of the muscle fibers in the 
sphincter of Oddi; that is, stimulation of 
the splanchnic nerves causes contraction 
of the gall bladder and inhibition of Oddi’s 
sphincter at the same time, while vagus 
stimulaiton causes just the opposite. Ab- 
normal stimulation of the splanchnics or 
vagus may, therefore, cause a disturbance 
of the normal bile flow, which predisposes 
the tract to infection and changes in the 
bile. Schroeder’ and others believe that the 
gall bladder has another function: “That 


of producing a mucus which, mixed with 
bile, gives it certain important physiological 
properties which enhance the bile’s action 
on the duodenum.” 
dium glycocholate and _ taurocholate 


Porter states that so- 
are 
added to the bile in the gall bladder. Leeds‘ 
thinks there is a harmone secreted by the 
gall bladder which has a great influence on 
the secretion of hydrochloric acid in the 
stomach. Ross’ thinks that the normal flow 
of bile is important, as it washes away in- 
fectious organisms that might otherwise 
gain-a foothold in the tract: 

We have mentioned above the possibil- 
ity of mechanical slowing due to reflex 
stimulation of the splanchnics and_ vagi. 
This slowing of the bile has a very impor- 
tant bearing both in infection of the biliary 
tract and in stone formation. Slowing of 
the bile first causes concentration of cho- 
lesterol, bile pigment and bile salts, and 
desquamated epithelium and mucus. Rov- 
sing" believes that concentration of the bile 
is of greatest importance in the producing 
of stones. As a further proof that con- 
centration of the bile plays a significant 
part in stone formation, Boy.sen’s chemical 
study of gall stones found in two hundred 
cadavers showed the nuclei of freshly de- 
posited stones and all older stones consisted 
of bile pigment and calcium and that choles- 
terol was deposited on these nuceli. Rose- 
now’ has obtained cultures of streptocecci 
from gall stones, and other workers have 
secured other organisms, such .as typhoid 
bacilli. 

Regarding the route of infection, there 


seems to be a divergence of opinion. Deaver’ 
thinks that the infection is generally from 
the bile carrying attenuated organisms that 
the liver fails to destroy. He believes that 


the liver is constantly receiving bacteria 


through the portal circulation just as bac- 
teria are constantly passing through the 
kidneys. ‘Some students of gall tract affec- 
tions believe, on the other hand, that in- 
fections are carried to the gall bladder 
tract by: the lymphatics and systemic cir- 
culation. Myer, at the Hooper Foundation 
in San Francisco, has shown that the liver 
and walls of the gall bladder have remark- 
able properties of removing bacteria from 
the blood. 

The importance of the Metzler method of 
draining the gall tract is seen from a study 
of the physiological and _ pathological 
changes, many of which show that there 
is a great variety of biliary tract disorders 
which can be recognized very much earlier 
if this method of diagnosis is used. 

There are three definite conditions which 
indicate the need for non-surgical drainage. 
These are: 

(1) As an aid to diagnosis in all cases 
of sub-acute and chronic gastro-intestinal 
disorders. 

(2) For catarrhal jaundice. 

(3) For hepatitis following cholecystec- 
tomy. 

There is another use, in my opinion, for 
non-surgical drainage; namely, that it 
should replace cholecystotomy, as it will ac- 
complish drainage just as well unless there 
is permanent closure of the cystic duct, due 
to scar tissue, adhesions, or stone. In the 
cases of cholelithiasis in which there is a 
diseased gall bladder wall, cholecystectomy 
is indicated. In other words, there is prac- 
tically no indication for surgical drainage 
of the gall bladder in simple cases of cho- 
lecystitis. Very occasionally the septic gall 
bladder, with perforating stone, may be en- 
countered. This must be treated in the 
same way as abscess formation in any other 
location. 


It is in the field of diagnosis that non- 
surgical drainage is of particular value. We 
all have patients entering our services with 
indefinite symptomatology of gastro-intes- 
tinal disorder. In these cases a careful his- 
tory, physical and x-ray examination” may 
leave us in the dark as to the cause of their 
difficulty. Many of them have been diag- - 
nosed and operated for chronic appendicitis, 
a diseased biliary tract having been over- 
looked. These patients later go to another 
doctor because they have not been relieved 
of their distress.. A non-surgical drainage 
of the gall bladder tract and a careful chem- 
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ical and bacteriological study of the bile 
would often have made the correct diag- 
nosis possible. Some of the patients are en- 
tirely relieved of their clinical symptoms 


‘with one to three or four drainages. It is 


possible that patients so relieved are either 
those that are seen during the early period 
of their affection, or those cases that might 
be denominated. as carriers, such as follow 
typhoid fever. 

There is one type of case, catarrhal jaun- 
dice, for which we can use non-surgical 
drainage as a form of treatment with good 
assurance of obtaining a favorable result. 
This assumes, of course, that a diagnosis of 
catarrhal jaundice has been made, for in 
case of jaundice due to common duct stone, 
non-surgical drainage is contra-indicated. 

Non-surgical drainage is of use for de- 
compression of the liver in case of hepatitis 
following cholecystectomy, and is used in 
this manner with considerable success. 

To make a study of all types of diseases 
of the gall bladder tract and their treat- 
ment is not within the scope of this paper. 
What I have desired to emphasize is that 
the literature on the subject, clinical evi- 
dence, and my own experience with a con- 
siderable number of cases—all lead me to 
the conclusion that non-surgical drainage 
of the gall bladder is a very important aid 
to the surgeon in the diagnosis and treat- 
ment of diseases of the gall bladder tract. 
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DISCUSSION 


DR. W. L. BROWN, El Paso, Texas: Dr, F. D. 
Garrett has had a great deal of experience here 
with non-surgical drainage of the gall-bladder, and 
I am glad to hear Dr. Goodrich, as a surgeon, advo- 
cate its use in certain cases. I feel as he does 
that the old routine gall bladder drainage has had 
its day and is outlived. I believe formerly we 
did entirely too many surgical drainages of the 
gall bladder where there was considerable ques- 
tion’ as to how much they were diseased, and 
think this work of non-surgical drainage is going 
to take the place of the old method. 

DR. W. WARNER WATKINS, Phoenix, Ariz.: 
Much has been written by surgeons and internists 
about the possibility and difficulty of draining the 
gall bladder by Metzler’s method, the internists 
usually contending for the feasibility of this meth- 
od and many surgeons insisting that the gall blad- 
der cannot be drained in this way. The radiolo- 
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gists can now settle this question, by utilizing the 
new methods of visualizing the gall bladder on 
radiographs, before and after attempts at drain- 
age, observing directly whether the gall bladder 
empties with the patient in normal condition, and 
not. under the artificial surgical conditions of an- 
esthesia and abdominal incision. A recent paper 
gives reports of such observations, where magne- 
sium sulphate and other substances were used, 

Dr. Goodrich’s paper did not cover the visuali- 
zation methods, and we will not enter into a dis- 
cussion of that technic. However, the ability to 
visualize the organ on screen or radiograph opens 
up new fields for investigation in combination with 
drainage and medical treatment, and should be 
utilized freely where such clinical management is 
undertaken. 

DR. J. I. BUTLER, Tucson, Arizona: In the paper 
Dr. Watkins referred to in his discussion, it is 
definitely shown that food will empty the gall 
bladder promptly and thoroughly. If bacon and 
eggs will do it, then why use magnesium sulphate? 
Of course, if a laboratory examination of bile is 
desired, a duodenal tube must be used. 

DR. J. H. MUSSER, New Orleans, La.: It is 
rather an exceptional thing to have a surgeon ad- 
vocate this type of treatment. I admire Dr. Good- 
rich’s bravery very much, because I think most sur- 
geons are opposed to this method. In Philadelphia 
this subject has aroused considerable controversy, 
and the surgeons, almost to a man, are very much 
opposed to it, and Dr. Deaver is particularly so, 
although Dr. Lyon worked with Deaver for a num- 
ber of years. 

Personally, I think you are taking a tremendous 
chance, in infections of the gall bladder, in delay- 
ing operative treatment. I have used this method 
of Dr. Lyon’s ever since it came out, and, although 
an internist, I must confess that I agree very large- 
ly with the surgeons; in other words, I cannot see 
that the method is of any particular value. I 
think Lyon has brought out something that is ex- 
tremely valuable and worth while in the diagnosis, 
but you can get very much the same result if you 
give your patients epsom salts to drink, as far as 
the effect on the gall bladder goes, and as the se 
cretion of bile is a continuous thing, if there is no 
obstruction to the common duct, the secretion of 
bile is going to keep right on in the twenty-four 
hours. Simply putting in a duodenal tube, upset- 
ting the stomach by putting magnesia of sulphate 
through, and having a lot of bile drawn through 
a tube is not doing anything more than letting it 
out through the intestinal tract. Some of Lyon’s 
eases have been very brilliant and remarkable, 
but he takes an immense amount of care in the 
details of the treatment of his patients. In other 
words, he does not rely upon drainage of the gall 
bladder. He pays a great deal of attention to 
diet, gives specific directions as to rest, how to 
keep the bowels open, and a dozen and one of the 
ordinary simple things which are so valuable in 
the treatment of a chronic case, I have always 
felt that it was through his attention to minute de- 
tails that he got his good results. 

We have drained numbers of patients at the dis- 
pensary at the University Hospital, but I have 
never been convinced in my mind that the treat- 
ment is particularly valuable or efficacious. 

DR, G. E. GOODRICH (closing): Dr. Musser said 
that he was surprised to hear a man doing sur- 
gery recommend this method of non-surgical drain- 
age. I did not start using it as a method of treat- 
ment, and never have used it as a method of treat- 
ment, except in those cases that get well from 
drainage, and I have to admit that some of them 
have gotten well and have remained perfectly well. 
Yet I can think of a number of cases that I thought 
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were certainly potential surgical cases,.and one 
particular case in which the patient with one drain- 
age was absolutely cured of his symptoms. I see 
him once ina while, and he says he is entirely 
well. Several other cases in which we did drain- 
ages were absolutely relieved of their gastric dis- 
tress. 


There are some cases which you can examine, 
take a careful history, make careful physical ex- 
amination, get an excellent gastrointestinal x-ray 
on them, and yet know no more about the diag- 
nosis than when you started, It is in this type of 
case that non-surgical drainage is a great aid in 
diagnosis, and with the aid of non-surgical drain- 
age a correct diagnosis can be made. 


I believe the use of dyes for visualization in x-ray 
work on the gall bladder is going to be a great as- 
sistance in this class of cases. Many of this type 
are, diagnosed as sub-acute or chronic appendicitis, 
in which a non-surgical drainage of the gall blad- 
der would demonstrate a correct diagnosis. 


Dr. Musser spoke about the drinking of magne- 
sium sulphate. I think some one has done some 
expérimental and research work and claims you do 
not get the same effect from the magnesium sul- 
phate passing through the stomach. Whether this 
is true or not, I do not know. 


As regards the infection of the gall bladder being 
the potential cause of stone formation, I think in- 
fection is secondary to a slowing of the flow of 
the bile itself. I do not think there is much di- 
vergence of opinion on this. Just what causes the 
slowing of the bile, we do not know, probably two 
things. First, abnormal reflex impulses coming 
from disarranged stomach, appendix, or other ab- 
dominal viscera; second, inflammatory changes in 
wall of the gall bladder and ducts. 

The one thing I can say about non-surgical drain- 
age is that I started it without much hope of suc- 
cess. It was more or less of an experiment on my 
part and I had no confidence in it, but must con- 
fess, after giving it a thorough trial, I use it more 
or less as.a routine in all potential surgica] cases 
of the abdomen, 
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DRENAGE NO QUIRURGICO DEL TRAC- 
TO BILIAR DESDE EL PUNTO DE 
VISTA DEL CIRUJANO. 

Dr. George E. Goodrich, Phoenix, Ariz. 

El drenage del tracto, biliar por el mé- 
todo de Lyon y Metzler, es de valor, no solo 
en el diagnéstico, sino tambien en la prepar-' 
acién de enfermos operables. frecuente- 
mente mejoran los sintomas al grado de 
hacerse inecesaria la operacién. 

Hay tres condiciones definidas que fre- 
claman el drenage de Lyon y Metzler. 
(1) Como ayuda de diagnéstico en todos los 
casos subagudos y cronicos de desordenes 
gastro-intestinales. En muchos de estos 
casos, las historiasc uidadosas, el examen 
fisico y de rayos x nos dejaran aun en la 
obscuridad, en tanto que el drenage de 
Lyon y un atento estudio quimico y bac- 
teriolégico de la bilis, frecuentemente ayuda 
a hacer un diagnéstico correcto. (2) Icteri- 
cia Catarral. En muchos de estos casos, 
el vaciar la vesicula biliar por el método de 
Lyon, aliviara tanto la condicion del en- 
fermo, que evitara la intervencién quiriir- 
gica, aun en los casos en que la cirugia 
aparece indispensable, este drenage es ex- 
elente patectomia, la descongestion del hi- 
elente para la operacién. (3) Cuando hay 
una hepatitis consecutiva a una Colecis- 
tectomia, la descongestion del higado 
por este metodo es muy util. (4) El 
drenage de Lyon, evitara la colecistectomia 
si no hay una estrechez permanente del con- 
ducto cistico por tejidos cicatriciales, ad- 
herencias o calculos. 

En las colecistitis simples con cAlculos o 
sin ellos, no esta indicado este drenage, 
desde el memonto que la colecistectomia se 
impone en estos casos. 





SURGICAL TREATMENT OF CHRONIC HEADACHE 
AND PAIN IN THE HEAD 


E. R. CARPENTER, M. D., F. A. C. S. 
DALLAS, TEXAS 


At present a diagnosis is not made in the 
majority of patients who consult the phy- 
sician for chronic, recurring headaches or 
pain in the head. With the exception of 


Sluder’s work on headaches, no marked 
progress has been made in this field since 
the beginning of time. We have been con- 
tent to treat the symptom with sedatives 
and trust to luck to overcome the cause by 
administering drugs of some nature and 
advising sanitary measures, all of which 
have cured but very few headaches. 
Ordinary headaches arise from many 


sources, and, as a rule, the accompanying 
conditions facilitate diagnosis and this class 
of patients does not cause much confusion. 
Colds and sinus disease, cardio-vascular and 
renal troubles, refractive errors, foods, oc- 
cupation, thyroid disturbances and other 
metabolic changes, anemia, syphilis and 
other infectiuos diseases usually are rec- 
ognized and proper treatment advised when 
they are associated with headaches. How- 
ever, this group constitutes only about one- 
half of the cases where chronic headaches 
occur. Many of these patients are disturbed 
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'.a@t.periods varying from two to three days 
to one or two spells a month. Some of them 
are able to work, while others are forced to 
remain in bed for a few hours or days under 
the influence of ordinary sedatives and opi- 
ates. Some of these patients are unable to 
follow an occupation as effort of any kind 
precipitates the attacks or pain, or the pain 
may be almost continuous. 

As a rule, these patients are otherwise in 
good health both physically and mentally. 
Many of them have had their tonsils and 
teeth’ removed, their appendix, gall bladder 
and pelvic organs often have been explored 
with the hope of eliminating the headaches. 
As a rule, they have been treated with 
glandular products with varying degrees of 
success, as the glands of internal secre- 
tion frequently are involved along with the 
headaches as a symptom. At any rate, the 
headaches and pain in this unknown group 
heretofore have been investigated and 
treated almost wholly as medical cases. 
Sluder and others have demonstrated be- 
yond doubt that numerous patients with 
chronic recurring pain in the head suffer 
from nasal disturbances involving the nasal 
ganglion or the nasal accessory cavities. 
The nasal disturbance is not easy to deter- 
mine, as a rule, by inspection, and proper 
recognition of this trouble requires much 
experience and skill. This class of patients 
is usually relieved or greatly improved by 
appropriate surgical procedures. 

In addition to the nasal ganglion group, 
patients suffering with neuralgia, pain from 
head injuries and from well developed brain 
tumors and allied conditions are fairly well 
understood, but, as stated, in the majority 
of chronic headaches, the cause remains un- 
recognized throughout life. The predomi- 
nating character of the pain in this class 
of patients with vague headache indicates 
that the cause must be within the cranium 
in most cases. Practically all headaches 
and pain in the head arise from direct or 

. indirect disturbance involving the fifth cra- 
nial nerve and its subordinate nasal gang- 
lion nerves. 

From careful investigation of four hun- 
dred patients with headaches of the char- 
acter under discussion, many interesting 
- facts have been observed by the writer. 
These observations lead to the conclusion 
that ninety per cent of the disturbances 
are °primarily within the nasal and cranial 
cavities, and that the associated symptoms 
of nervousness, indigestion, constipation, so- 
called endocrine diseases, etc., are secondary 
features to the head disease. The actual 
origin of the pain, with the exception of 
nasal disease, arises from. various factors, 








including malformations of the skull and 
brain, hypertrophy of the brain, neoplasm 
in the developing stages, blocking of the 
ventricular fluid from adhesions, false mem- 


branes, inflammatory and neoplastic ob- 
structions, from localized meningeal lesions 
as a result of forgotten and unknown 
causes, and occasionally syphilitic lesions 
without any history or clinical evidence of 
the disease. Vasomotor changes are inti- 
mately associated with many chronic head- 
aches, but, as a rule, they are not the pri- 
mary factor. 


Relief or recovery in these patients de- 
pends on an assured diagnosis with appro- 
priate procedures to overcome the primary 
disturbance. This varies from numerous 
measures utilized in dealing with the nasal 
ganglion disease, to decompression, removal 
of early tumors, forced inflation of the 
ventricles under ether anesthesia, and other 
means as conditions arise. In numerous 
cases of this series, conclusions have been 
verified by operation, with relief, while 
many patients have refused treatment from 
fear of a “head operation,” which in these 
cases is not dangerous with the exception 
of late tumor patients. At the most, these 
procedures are not more hazardous than 
tonsillectomy, * appendectomy and other 
every-day operations undertaken for the 
relief of severe headaches. 


BRIEF REPORT OF ILLUSTRATIVE CASES 

Case 1. Headache of Nasal Origin. Miss 8S. (No. 
220), age 26, had suffered intensely at times for 
five years with pain in her forehead, in and about 
the right eye, right temple, and occasionally in the 
back of the head. She was unable to ride, dance, 
sleep in a draft, or do anything unusual for fear 
of bringing on a spell. She had received’ much 
treatment for her headaches, her tonsils had been 
removed, and as no infection had been discovered 
in her nose this had not been considered ihe source 
of trouble. I saw her numerous times; corrected 
a badly deviated septum without relief; turbinec- 
tomy and drainage of the anterior ethmoid cells 
failed to relieve her of the pain, while radical 


spheno-ethmoidal operation gave complete relief 


until the present time, two years later. 

Case 2. Headaches of Nasal Origin. Mr. W. 
(No. 441), aged 45, referred by Dr. J. S, Calhoun. 
Had severe spells of headache all his life. He 
was incapacitated for work much of the time and 
required hypodermics for relief. The headaches 
had become worse the last two or three years. 
They began with pain at the base of the nose and 
extended into the right eye and temporal region, 
but never back of the ear. He had never been 
troubled with colds, he had no obstruction of 
breathing. The x-ray films of the head were nega- 
tive. There was evidence of malformation in the 
upper part of the right nasal cavity. The pain in 
the head was relieved materially by applications 
of cocaine to the nasal ganglion. Radical removal 
of tissues in the region of the nasal ganglion re- 
lieved him permanently of the distressing seizures 
of pain. 

Case 3. Headache of Nasal Origin. 
Dr. Franklin A. Pierce. 


Referred by 
Mrs, C., aged 36, devel- 
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oped severe headaches two years ago, was con- 
fined to her bed at times and required opiates for 
the pain. She was unable to attend to her house- 
hold duties much of the time. The pain was not 
localized at first, but careful study of the case re- 
vealed evidence of nasal trouble, and she was im- 
mediately relieved of her headaches by a radical 
nasal operation of the nasal ganglion region on 
one side. 


Case 4. Headache From a Small Skull. J. M.. 
aged 15, had headaches when a child and they be 
came very severe a few months ago. His vision 
was 20-100 in each eye and he had sleepy spells. 
The x-ray revealed much increased pressure with- 
out tumor signs. A subtemporal decompression re- 
lieved him of all the disturbances and his vision 
returned to normal with no evidence of trouble 
one year later. 


Case 5. Headache From Bony Changes in the 
Skull, Referred by Dr. D. B. Davis. Miss K. aged 
21, had headaches all her life. They were very 


‘severe at times and caused loss of work. There 


was no evidence of nasal or eye trouble. The x-ray 
films revealed a very much increased intracranial 
pressure with a characteristic deformity met with 
at times in cranio-stenosis. Decompression was re- 
fused, but without a doubt she would be relieved 
entirely of the headaches by simple operation. 


CASE (6). Headache of cranial origin. A girl, 
aged 13, from Arkansas, had headaches and eye 
trouble all her life. Her vision was 20/100 in each 


. eye and she had diplopia. The x-ray films revealed 


marked changes of a pressure nature without tu- 
mor signs. A sub-temporal decompression relieved 
her at once of the disturbances and her vision im- 
proved to 20/30 within three months time. 


CASE 7. Headache from early brain tumor. 
Referred by Dr. Roy Keller. Mr. B, aged 23, had 
headaches for one year which became very severe. 
His vision and eye grounds were normal. There 
were no positive signs of organic brain lesion. 
The vestibular test revealed some abnormality in 
the right cerebellar lobe. The ventricular air test 
demonstrated a moderate enlargement of the lat- 
eral ventricles. Operation revealed a small glioma 
in the upper ‘part of the right cerebellar lobe. 


CASE (8). Headaches for seven years from 
brain tumor, Referred by Dr. D. R. Murchison. 
Mrs. C., aged 43, had headaches for seven years. 
Her eye grounds, vision and nervous system were 
negative. The ventricular air test revealed un- 
doubted evidence of a tumor in the left parietal 
region . This condition could have been discovered 
several years ago and relieved by a much less se- 
vere operative procedure than now necessary. 


CASE (9). Headache from unknown intra-cranial 
lesions, relieved by the air test. Referred by Dr. 
Franklin A. Pierce. Mrs. C, aged 28, had unusual- 
ly severe headaches for 12 years. She was con- 
fined to her bed much of the time under opiates. 
No cause for the pain whatever could be found 
except a. moderate increase of the intra-cranial 
pressure, The ventricular air test under ether 
with the inflation above normal pressure relieved 
her of the pain and enabled her to continue her 
duties without discomfort. 


CASE (10.) Headache from unknown intra-cran- 
ial lesion relieved by inflation with air. Referred 
by Dr. A. A. Matthews. Mrs. W., aged 23, had 
headaches for five years and had been in bed most 
of the time for four months when examined. No 
cause for headaches could be discovered except 
some intra-cranial disturbance. .The ventricular 
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air test under ether relieved her of the pain and 
within a few days she was up and able to do 
her work, with no recurrence four months later. 


CASE (11.) Headache from intra-cranial lesion 
relieved by-inflation with air. Referred by Dr. Ben- 
nett, Big Springs, Texas. A girl, aged 12, received 
a head injury two years ago. Severe headaches de- © 
veloped at times, and they came on numerous times 
daily at the date of examination. No other dis- 
turbance was present. The ventricular air test 
relieved her at once, and one year later there had 
been no recurrence of trouble, 


COMMENT 


Many other similar cases could be reported, espe- 
cially where a definite diagnosis of an intra-cranial 
lesion was made, but operation was refused. In 
time when the laity and the medical: profession 
realize that ninety per cent of these chronic re 
curring headaches are of a surgical nature, relief 
will be obtained from the agonizing pain in this 
class of patients and the numerous late hopeless 
cases of head disturbances from tumor, etc., will 
become infrequent. 





TRATAMIENTO QUIRURGICO DE LAS 
CEFALALGIAS CRONICAS. 
Dr. E. R. Carpenter, Dallas, Texas. 


En la mayoria de los enfermos que con- 
sultan al médico por cefalalgia crénica re- 
currente, no se hace el diagnéstico. de la 
causa. 


Las cefalalgias tienen muchos origenes, 
cuyas manifestaciones facilitan el diagnés- 
tico. Entre otras, figuran principalmente 
los catarros y enfermedad de los senos, del 
corazon y los rifiones; errores refractarios ; 
algunos alimentos, ocupaciones; disturbios 
de la glandula tiroides y otros cambios meta- 
bélicos. Anemia, sifilis y otras enferme- 
da des infecciosas. No obstante, esto solo 
constituye la mitad de las causas de las 
cefalalgias. 


De la cuidadosa observacién de unos cua- 
trocientos enfermos de cefaldlgia cuyos cara- 
ctéres se han discutido, el autor ha sacado 
por consecuencia, que un noventa por ciento 
de ellos, tenian disturbios de las cavidades 
craneanas y nasales. 


Las lesiones incluyeron malformaciones 
del craneo y cerebro. Neoplasmas, hiper- 
trofia del cerebro, membranas falsas en el 
craneo, obstrucciones neoplésticas e inflam- 
atorias. ‘ 


El restablecimiento de estos enfermos de- 
pende del diagnéstico y tratamiento adecua- 
dos. El tratamiento puede cosistir de la 
descompresién o remocién de los- tumores 
en su estado primitivo, inflacién de los’ ven- 
triculos, bajo la anestesia de eter. -Las ope- 
raciones de la cabeza, no son mas peli- 
grosas que otro tipo de cirugia. 
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Anesthetics are poisons. We had better 
' face the subject from this angle, and stop 
talking about “safe anesthetics.” Some 
are safer than others, but the greatest 
safety device is the man back of the an- 
esthetic, the careful man who administers 
the drug. The object of anesthesia is to 
alleviate pain without endangering the life 
of the patient. Anesthesia is a total or 
partial, local or general, suspension of all 
the senses. It is the aim of the anesthetist 
to poison the patient into insensibility suf- 
ficiently to relieve pain, and to hold her 
there until the cause of pain has been re- 
moved, without interfering with the vital 
functions of circulation, respiration, and 
kidney elimination. 


All anesthetics are dangerous in over 
doses. All are capable of destroying human 
life. Some men believe that chloroform is 
the most dangerous of all the anesthetics. 
But in passing judgment upon any drug one 
should take into consideration the length 
of time this particular drug has been in 
common use. Chloroform was discovered 
by Samuel Guthrie in 1831, and was brought 
forward as an anesthetic in 1847. During 
these seventy-eight years thousands of 
men, women and children have inhaled the 
vapors of chloroform to the stage of anes- 
thesia. A few of these thousands have 
died, for chloroform is a poison. But show 
me any new anesthetic that gives promise 
of enduring the test of seventy-eight years 
without a few fatalities. Only recently an 
investigator of medical statistics reported 
four cases of “delayed chloroform poisoning 
since 1894,” and concludes that “chloro- 
form has no place in obstetrics.” Is this 
also your verdict? Two of these four cases 
‘ were fatal, and showed typical central 
necrosis of the liver. But read farther and 
you will learn that all the patients under- 
went an operative delivery lasting one hour 
or more, and that two and one-half to four 
ounces of chloroform were administered 
during this period. How different this 
careless use of the drug is from the careful 
way that literally hundreds of physicians 
have relieved the pangs of childbirth by 
giving a few drops during the pain, and 
c ing to ether for operative procedures 
of long duration. If chloroform has no place 
in obstetrics why was I offered the drug in 
sealed ampules only a few days ago, and 
seventy-eight years after its first use? 


How well will the other anesthetics stand 
the test of time? Ether was discovered 
about the same time as chloroform, and 
was administered to a patient at the Massa- 
chusetts General Hospital by Dr. Morton in 
1846. Ether has stood the test, and today 
is the anesthetic of choice, being favored 
by more surgeons, and by more obstetri- 
cians, than all the other anesthetics put to- 
gether. And yet several fatal cases of 
ether pneumonia have recently been report- 
ed. Just keep in mind that all anesthetics 
are dangerous, and that it is the man di- 
recting the anesthesia that makes it good 
or bad. In the writer’s humble opinion 
more die from ether pneumonia than from 
chloroform necrosis of the liver. But a few 
drops of chloroform during the pain is more 
effective in relieving the pain than a much 
larger dose of ether given in the same way, 
— by the open method. So take your 
choice. 


It would be interesting if we could look. 


into the future seventy years, and see the 
standing then, of the new anesthetics of 


today. What will then be thought of 
ethylene? And nitrous oxide? Of mor- 
phine? Of transsacral nerve block? Will 


they stand the test as ether and chloroform 
have done? Will any of them be found to 
be superior? Will the rectal administra- 
tion of ether in oil prove to be only a pass- 
ing fad or will it endure? The writer can 
not see much in its favor except the relief 
from pulmonary irritation, but this. very 


exception may be sufficient reason for. 


its endurance. Time wil! tell. 


About the year 1923, Gwathmey, Mc- 
Kenzie and Hudson introduced the medical 
profession to what they termed a “method 
of painless childbirth” by hypodermic in- 
jections of morphine, 1/6 gr., one dose only, 
with an injection of 2 c. c. of a 50% solu- 
tion of magnesium sulphate, one or more 
injections, and the rectal administration of 
ether in oil. The results up to date appear 
favorable. But why maintain a continuous 
etherization by the rectal route, when ether 
might be under better control if given by 
inhalation, and during the pain only? An- 
other question arises. Why give the mor- 
phine? Gwathmey taught that morphine 
relieved the pain, and that the effect was 
deepened and prolonged by the synergistic 
effect of magnesium sulphate. The investi- 
gations of Weston and Howard, however, 
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seem to prove that magnesium sulphate 
alone is a strong sedative and anesthetic, 
when given subcutaneously or intramuscu- 
larly, and that morphine was of no value 
except in heroic doses; that when the mag- 
nesium sulphate alone failed to give relief 
it was of no effect when used in combina- 
tion with 14 gr. of morphine. So we-.are 
left in doubt as to the “synergistic effect” 
of the two drugs. 


But have we not found the ideal method 
of painless childbirth in solution of magne- 
sium sulphate alone? No local pain, and 
no sloughing followed the injections. Was 
not the sedative action prompt, and effi- 


cient? Yes, in 82 per cent. of the cases. 
And safe? Wait. Go over the reports 
again. Several years ago, a physician 


wrote a book entitled “All About Epsom 
Salts.” But even he did not know it all. 
Little did he dream of the sedative and an- 


_ esthetic effect of the drug. And now we 


are put on our guard in the use of this 
old time household’ remedy by the investi- 
gations of Underhill and Kapsinow. These 
two scientists studied the effects of mag- 
nesium sulphate on dogs deprived of water 
for several days, and found that the admin- 
istration of magnesium sulphate to an ani- 
mal with concentrated blood produces very 
striking effects. In a few minutes the ani- 
mal becomes too weak to stand. In a period 
of twenty minutes there are spastic move- 
ments of the feet; respiration becomes at 
first irregular and rapid; later regular but 
slow; and a complete anesthesia develops, 
which is maintained for a period of two 
and one-half hours. In certain instances 
the administration of magnesium sulphate 
under these circumstances caused death 
from medullary depression. The symptoms 
produced were identical with those observed 
when this salt is given subcutaneously or 
intravenously. Caution should be employed 
in the admniistration of magnesium sul- 


- phate in conditions in which there exists a 


possibility of concentration of the blood. 

One may discontinue the inhalation of 
ether at will, but a hypodermic once given 
is past recall. Will we measure up to our 
responsibilities ? “ 

The writer believes there are safer meth- 
ods than “twilight sleep,” and never em- 
ploys the scopolamin-morphin anesthesia. 
But many are willing to take the risk. If 
the mortality rate in German clinics of one 
to two per cent is directly due to the use 
of “twilight sleep,” then it is little short 
of criminal to employ so dangerous a com- 
bination of drugs. . 

Every anesthetic has its strong support- 
ers, for a while at least. One writer says: 
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“The author now gives ethylene instead of 
nitrous oxide as routine in labor where it 
is desired.” Another writer says: “Nitrous 
oxide is the one thing thoroughly tested 
which will relieve the pain of labor with- 
out at the same time diminishing the force 
and frequency of the uterine contractions, 
and which may be used for periods as long 
as several hours.” One writer says: “The 
explosiveness of ethylene is well known. 
During a labor recently in spite of every 
precaution, there was an explosion in the 
delivery room.” Another writer says: “Be- 
cause of the danger of some reduction of 
the oxygen content of the fetal blood, gas 
should not be used when fetal asphyxia 
is feared.” Both are splendid anesthetics, 
and both have their limitations and dan- 
gers. Take your choice. 

And last, let us very briefly review the 
subject of regional anesthesia. Observa- 
tions were made on ninety patients in the 
obstetrical wards of the Cook County Hos- 
pital by Meeker and Bonar. Transsacral 
block of the lower four sacral nerves, with 
a low epidural injection was the first pro- 
cedure attempted. Twenty-one forceps op- 
erations were performed. In only three in- 
stances was any other anesthetic employed. 

Sacral nerve block anesthesia has many 
advantages. The maximum of perineal re- 
laxation can be obtained. Forceps are more 
easily applied, and the number of perineal 
lacerations are reduced. Uterine contrac- 
tions continue, and the patient is able to 
cooperate with the physician by bringing 
her abdominal muscles into action. The 
baby is unharmed by the anesthetic. Ver- 
sions were painles, and breech deliveries 
were more easily handled. Relaxation was 
so great that episiotomy was rarely per- 
formed, and when found necessary the in- 
cision was repaired without pain, as were 
the cervical and perineal tears. The pla- 
centae separated normally, and there was 


no tendency toward hemorrhage. 
CONCLUSIONS 


Physicians will never agree as to the 
best anesthetic. Some will choose one an- 
esthetic and others another, just as all 
physicians do not drive the same automo- 
bile, nor select the same tools with which 
to work. The “best anesthetic” is perhaps 
the one with which the doctor is the most 
familiar, and the one that he will use with 
the greatest care. Carelessness is respons- 
ible for more injury than ignorance. 

The writer believes that the ideal anes- 
thetic is the one that will relieve pain with- 
out danger, and at the same time leave the 
patient in full control of her mental fac- 
ulties. Local anesthesia gives promise of 
the brightest future. 
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ANESTESIA Y ANALGESIA EN OB- 
STETRICIA. 

Dr. Harry A. Reese, Yuma, Ariz. 

Todos los anestésicos son venenos. El 
mas seguro es aquel con el cual el médico 
se ha familiarizado mejor. El objeto de la 
anestesia es evitar el dolor sin que peligre 
la vida del enfermo, pero ninguno de los 
anestésicos esta exento de peligro. 

El cloroformo ha estado en uso por 
setenta y ocho afios y se han reportado sus 
fatalidades; pero siempre es seguro decir 
cuando algun anestésico nuevo ha estado en 
uso por algun tiempo que no le faltan fatali- 
dades que atribuirle. 

El eter ha sido usado desde 1846 y sabido 
es que ha causado mortalidad por neu- 
monias. Este escritor cree que unas cuan- 
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tas gotas de cloroformo necesarias en los 
dolores del parto, ofrecen mas seguridad 
que grandes cantidades de eter para pro- 
ducir el mismo efecto. 

Con respecto al método indoloro de 
Gwathmey, en la atencién de los partos por 
el uso de morfina y sulfato de magnesia, 
las’ recientes investigaciones han venido a 
probar que el efecto de la magnesia es igual 
con la mezcla de morfina que si ella, pero 
el uso de sulfato de magnesia concentrado 
es peligroso en animales_deprivados de 
agua, 

La anestesia regional indica muchas 
promesas. En la actualidad, existe mucha 
diferencia de opiniones, llegandose a la con- 
clusi6n que el mejor de los anestésicos sera 
aquel con el cual el médico se ha familiari- 
zado mas. 





THE USE OF THE ENGLISH LANGUAGE IN MEDICINE 


Euuiortr C. Prentiss, M. S., M. D. 
EL PASO, TEXAS 


In discussing our use of English, we must 
remember that all of us have our faults, 
and that our first step in correcting them 
must be their recognition. This requires 
more or less effort, which naturally follows 
bringing them to. our attention and keeping 
them in mind. I hope that no one here will 
consider any part of the following article a 
criticism or reflection upon him, as it is 
not. intended to be that. A free discussion 
might very easily be of considerable value 
to all of us. 

Patients, friends and others are obser- 
vant of the language we use, and quickly 
notice our mistakes, but take it for granted 
when we use correct English. Those who 
are not inclined to be friendly with the reg- 
ular medical profession are glad to find 
something to criticise in us. 

In this modern day of training in our 
wonderful public school system, many chil- 
dren, even below the eighth grade, use cor- 
rect English. We should not be in a posi- 
tion that would permit just criticism from 
this source. Our pride should stimulate us 
to prevent it. 

Within the past year have appeared in 
the Journal of the American Medical Asso- 
ciation a valuable series of articles by Dr. 
Simmons, the former editor of the Journal, 
on the subject of the writing of medical ar- 
ticles. These are very interesting and are 
well worth a careful reading by every phy- 
sician. They impress upon the reader the 
necessity of care in the use of English, both 
in writing articles and in speaking. 


(Read at the El Paso County Medical’ Society, October 12, 1925) - 


The use of the English language in med- 
icine by individual doctors has never re- 
ceived the attention from our profession 
that its importance warrants. By some un- 
willingness, deliberate or. otherwise, we 
have persistently failed to make an effort 
to check gross errors, and even. injustices, 
that all of us know very well exist. These 
mistakes are due to ignorance or. careless- 
ness, sometimes unfortunately both, and in 
too many instances produce a very unfa- 
vorable impression upon the patient. 


Doctors are still living and _ practicing 
who did not attend a medical school and 
who obtained their state license through 
“years of practice.” Preliminary education 
was not required, and deficiencies were 
often present. This is not meant as a 
criticism of these men, as the country was 
much younger then and they deserve the 
greatest possible credit for having served 
long and well. The fact that our class A 
schools demand good preparation now is 
strong evidence of advancement. This lat- 
ter, however, does not, apply to the men 
graduated from the various schools of the 
“isms,” which frequently the most unedu- 
cated enter. After graduation, they are re- 
ceived by the laity on a par with us, in 
fact, frequently above par, as otherwise 
such men would not get patients. 

It certainly behooves the physicians of 
today to make an effort to correct simple 
errors they are constantly making. If these 
men are deficient in the. use of the Eng- 
lish grammar, and many certainly are, they 
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should get a book on the subject and care- 
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fully study it. It would not take much 
time, and it is not too late for them to 
do it. Anyone who can deal in the intrica- 
cies of medicine and take responsibility for 
human life, can easily do that. 

‘The word “doctor” means learned. The 
use of the title at present in the numerous 
scientific and other lines is, in many in- 
stances, a travesty on its definition. How- 
ever, the doctor of medicine of today should 
be learned enough to use his own language 
without making mistakes that an eighth 
grade school child, who has had good train- 
ing, does not make. 

Only a few of the common grammatical 
errors heard and read will be taken up, but 
there are many others. It is not at all rare 
to hear “we was,” “you was” and “they 
was.” This is absolutely inexcusable. - 

A knowledge of the use of the subjunct- 
tive mood is woefully lacking. Even the 
uneducated in Mexico, Spain, France and 
Italy use it freely and fairly correctly. 
Their thoughts cannot be properly ex- 
pressed without it. Nevertheless, most 
Americans completely ignore its existence. 
This is common even in the writings of 
prominent medical men. Some common er- 


rors are “if it is,” “if it was,” “if it 
comes,” etc. The correct forms are well 
known. © 


Another error that is very common is 
the mispronunciation of medical and sci- 
entific words. This includes not only the 
sounds of the letters, but also the accentua- 
tion. With most words there is no choice 
given in the authoritative dictionaries, but 
with a large number a choice of two or 
more pronunciations is given. The use of 
the dictionary for this purpose is greatly 
neglected. Note may be made here of the 
various vowel sounds and the correct sep- 
aration of the syllables of a word. Only a 
few examples will be given, as the reader 
may readily supply others. Duodenum, je- 
junum, gynecology, ascites, cervical, foci, 
and nidus show this variation very well. 
The words ending in “itis” are the most 
numerous of this class. According to the 
dictionaries, the next to last “i” should be 
long, as the “i” in “like,” but medical men 
use both the long and short “i.” Frequent- 
ly the singular and plural forms of words 
are misused, such as phenomenon, phenom- 
ena, focus, foci, and other similar examples. 

Many of us, no doubt, in our reading, run 
across words, the meaning of which we do 
not know, and do not take the trouble to 
look up, as it would disturb the position 
during reading and interrupt the train of 
thought in the-article. We should have a 
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dictionary handy and should use it more, 
as otherwise valuable points are sure to be 
missed. 

’ Occasionally we are not sure of the mean- 
ing of a word, and will use one when we in- 
tend another. This leads to an unneces- 
sarily lengthy discussion in the effort to 
explain just what we do mean. 


There are two very common faults in 
writing. Unduly long, unwieldy sentences 
are difficult to read, and do not easily and 
clearly convey the idea the writer wishes 
to express. Such sentences may be broken 
up in their preparation, and the result is 
much more satisfactory to the reader. 

Writing at too much length is not at all 
rare. Details are too frequently given that 
any doctor should or does know. A medi- 
cal man should be given credit for know- 
ing more than some articles infer that he 
does. 

In writing medical ‘articles it is not nec- 
essary to develop a first-class literary style. 
Three indispensable conditions should be 
kept in mind; logical order of the subject 
matter, good English, and statements that 
are clear and unambiguous. This is pos- 
sible for anyone if ordinary care be used. 

Slang should have no place in scientific 
medicine, but it is being more and. more 
used. Some of these expressions are in 
very common use. Medical men are largely, 
if not entirely, responsible for this. Nurses 
and patients repeat expressions used by 
the doctor, and usage after a while becomes 
fairly general. 

The worst mistake made is ,perhaps the 
use of the word “temperature.” This word 
is not interchangeable with “fever.” The 
terms “temperature,” “no temperature” are 
without meaning as applied to the patient’s 
condition. There is no such state of affairs 
as “no temperature.” They do not take the 
place of “fever,” “normal temperature,” and 
“subnormal temperature.” All that this 
sort of thing needs for correction is public- 
ity. This should bring to the mind of the 
reader other similar mistakes that are fre- 
quently being made. 

The last thing to be mentioned is a se- 
rious mistake that many doctors are per- 
mitting and even encouraging, and which is 
an injustice toward the medical profession. 
This is the increasing use of the word “doc” 
for “doctor.” This miserable habit has not 
one redeeming feature. When a man has 
had a good preliminary education, a rigid 
medical course, intern hospital service, post- 
graduate medical training, and then enters 
the practice of medicine, he certainly is de- 
serving of something better than “doc.” If 


che be not, his license should be taken away 








68 


from him. Many ignorant people have 
been brought up to know no better, and 
some doctors have encouraged it from 
friends, patients or prospects, hoping that 
it will help their practice. But this does 
not cover all cases. I know of many men 
who have studied in universities or have 
graduated from one, who habitually do it. 
Such men cannot claim ignorance of the 
proprieties, and do not intend a discourtesy, 
but I look on it, nevertheless, as being such. 
- It is certainly crossing the borderline be- 
tween familiarity and lack of courtesy that 
no physician should permit. The old say- 
ing that “familiarity breeds contempt” is 
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true here. This, in the end, has the effect 
of lowering the opinion of the public for 
the medical profession. 

It is in the power of the medical men to 
put an end to this unfortunate habit. It 
seems to me that men who will permit the 
use of that word, and encourage it, do not 
fully realize the value of the doctorate de- 
gree in medicine. This can also be cor- 
rected by-the right kind of publicity. 

A man can be a good doctor and still 
make all the errors mentioned in this ar- 
ticle, but they are-errors and can be over- 
come. One physician writing one article 
cannot accomplish it; others must help. 





THORACOPLASTY 


F. P. Miter, M. D., F. A. C. S. 
EL PASO, TEXAS 


W. B., colored; age 39; barber by occu- 
pation. Family history of no interest ex- 
cept father died at 65 from articular rheu- 
matism. No constitutional or commun- 
icable diseases reported in his history. 


He complains of a chronic cough with 
a discharging sinus in his left side. There 
is severe pain when the sinus is dressed 
or the tube is inserted or moved. Patient 
is compelled to wear a large cotton pad 
changed twice daily in order to absorb a 
large amount of pus secretion. 


This condition followed unilateral pul- 
monary tuberculosis, with purulent pleu- 
ritis. He states that following his pleurisy 
fluid which was of a light straw color col- 
lected in his left side. He was aspirated 
for a long time. However, pus formed and 
he had a very high fever. A section of the 
rib was removed and he has drained ever 
since. Gentian violet and Dakin solution 
have been used. Bismuth paste was inject- 
ed into the cavity for several months. 


In 1924, a two stage extrapleural thor- 
acoplasty was performed with the idea of 
diminishing the size of the cavity. His 
general condition has improved very much. 
The secretion from his empyema cavity has 
diminished at least one-half, but it was ap- 
parent that the cavity walls are so thick 
' that it is impossible to completely collapse 
them by this operation. 


Physical examination reveals that his 
physical ‘condition is not good. His after- 
noon temperature averaged 99.6. He is 
five feet nine inches high and weighs 120 
pounds. His pulse rate is 100; respiration 
24; blood pressure 110/70. Nutrition is 
poor. Mental attitude is gond 


Physical findings are of no importance 
except chest. We find that the right lung 
is essentially negative for lesions. There 
has been a collapse of his left chest wall 
by the two stage thoracoplasty mentioned. 
There is an entire absence of breath sounds 
over the left chest except a blowing bron- 
chial sound over left second costal cartilage 
junction. There is a sinus in the anterior 
axillary line opposite the 7th and 8th ribs 
leading upward to an old empyema cavity. 
There is some excoriation of the skin sur- 
face due to the purulent discharge. Small 
sinuses are found which communicate with 
the ends of the ribs which were previously 
sectioned at the time his empyema was 
first drained. There is evidence of an in- 
fection (osteomyelitis). 


X-rays show when this sinus is injected 
with a solution of sodium iodide that it 
leads upward along the anterior axillary 
line to about the third rib and downward 
as low as the ninth. The cavity will hold 
approximately six ounces of fluid. 


Examination of the heart reveals no mur- 
murs. 


Examination of the rectum shows an anal 
fistula which he says has been present 
since 1923. He was operated for this con- 
dition but has had no permanent benefit. 


In May, 1925, under paravertebral nerve 
block novocaine anesthesia from the fifth 
to the tenth dorsal nerves, I made an ellipti- 
cal incision with long axis parallel with the 
general direction of the ribs, the center of 
the incision corresponding ‘to the discharg- 
ing sinus. The skin and scar tissue of the 
sinus was removed. A section of the ribs 
showing osteomyelitis was removed, the in- 


(Case Report before the El Paso County Medical Society, September 28, 1925) 
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cision being made well into healthy bone, 
about four inches of the sixth, seventh, 
eighth and ninth ribs being removed. This 
gave a good view of the cavity. 


The walls of this cavity were denuded by 
rubbing them with gauze until a red bleed- 
ing surface was obtained. A long skin flap 
was dissected from the chest wall below 
the lower line of the incision. It was about 
eight inches long and two and a half inches 
wide at the posterior axillary line. The tip 
of this flap was about one inch wide and 
was carried to the apex of the sinus and 
fixed with small catgut sutures. A similar 
suture fixed the flap at the skin surface 
of the wound. The incision was then closed 
with Michels skin clips and silkworm gut 
sutures. A small rubber tissue drain was 
inserted and allowed to remain about three 
days. 


Progress notes show that the secretion 
has been very small. Wound healed with- 
out any trouble. Patient has gained in 
weight to 127 pounds, is free of cough and 
fever. Repeated examinations of his spu- 
tum are negative for tubercle bacilli. His 
general condition has improved to such an 
extent that he feels that he will be able 
to resume his occupation. He wears a 
small dressing and states that the amount 
of secretion is not more than a tablespoon- 
ful in twenty-four hours. 


The x-ray report is as follows: “Right 
lung, bronchial thickening with interweav- 
ing upper and middle lobe. Numerous cal- 
cified areas suggestive of scar tissue. Left 
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lung,. thoracoplasty of all ribs, including 
first and tenth. Left side appeared well 
collapsed. Heart shadow is not outlined.” 
(Cathcart & Mason.) - 


THORACOPLASTIA 
EL PASO, TEXAS 
F. P. Mrier, M. D., F. A. C. S. 

Reporte: enfermo raza de color. 38 ajios 
barbero, con una sinuosidad supurada en el 
lado izquierdo consecutiva a una tuberculo- 
sis y una empiema. En 1924 sufrié una 
Toracoplastia en dos periodos para dis- 
minuir la cavidad; su condicién general 
mejor6é mucho; su temperatura por la tarde 
era de 99.6. Pulso 100. La pared del pecho 
se colaps6 con una sinuosidad en la linea 
axilar anterior, en direccién de la cavidad 
vieia empiemica. FE] examen de Rayos x. 
indicé6 la sinuosidad inyectada con yoduro 
de sodio en una direccion interlineal hacia 
arriba y a lo largo de la referida linea axilar 
anterior y mas o menos, hasta la tercera 
costilla. 


En Mayo de 1925, se le hizo otra opera- 
ci6n para remover la cavidad y para quitar 
porciones de costillas infectadas, cuyas por- 
ciones fueron como de cuatro pulgadas en 
las costillas sexta, setima, octava y novena. 
Se denudé la pared de la cavidad por frotes 
hechos con gasa y. se implanté un gran col- 
gajio de piel dentro de dicha sinuosidad. 


. Desde entonces, la condicién del enfermo 
es bastante satisfactoria; ha ganado en 
peso, esta libre de tos y fiebre y practica- 
mente carece de supuracién. 








CLINICAL REPORT 


E. B. Ropcer, M. D. 
EL PASO, TEXAS 


The case upon which we are operating 
this morning is a woman, aged 39, whose 
occupation has been housework, and for a 
time clerk in a dry goods store. She has 
had three children, whose ages are 11, 9 
and 4 years. In 1921, she had an operation 
for removal of the appendix and section 
of the Fallopian tubes. Again, in 1924, an 
operation was performed for gall stones, 
with drainage instead of cholecystectomy. 
Recovery was slow. 


The present complaint dates back prior 
to these operations and consists chiefly of 
pains in the muscular areas of the perineal, 


gluteal and lower lumbar regions. On bi- 
manual examination the uterus was en- 
larged and was found to be extremely sen- 


sitive, both to touch between the hands and 
to movement. This condition of pain in the 
pelvic region was so severe that the patient 
would be completely undone by walking a 
short distance or being on her feet for a 
short time. There is no history of “spot- 
ting,” but she has had a menorrhagia that 
has been rather severe for over one year. 
During the period of observation she de- 
veloped an acute cvstitis which yielded in a 
short time to medical treatment. 


Diagnosis: Chronic metritis. 


Operation: Under ether anesthesia, a 
median line incision was made and no free 
fluid found in the abdominal cavity. The 
gall bladder was palpated and found small 
and thickened, with no stones palpable, but 


(Clinic at the Masonic Hospital, before the Medical and Surgical Axcsociation of 
Southwest, November 5, 1925.) 
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it was surrounded by many adhesions that 
were ‘not disturbed. The kidneys appeared 
to be normal in size and position. 

With self-retaining retractors to expose 
the field, a supravaginal hysterectomy was 
done. The peritoneum was brought together 
over the vaginal stump. The ovaries were 
large and sclerotic and contained several 
small cysts that were punctured and the 
lining membrane scraped out. The wound 
was closed as usual without drainage. 

Pathological Report: Cut surface is firm, 
white and glistening. There is marked in- 
crease of connective tissue in the wall. 

Diagnosis—Fibroid uterus. 

The patient recovered uneventfully and 
returned to her home at the end of the sec- 
ond week. 





CASE REPORT 
(Large Nasal Polypus.) 
B. E. Galloway, M. D., 

Aguascalientes, Mex. 


This case is reported as interesting, on 
account of the very large size of the 
growth, the absence of other polypi, and 
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the long period the’ patient had suffered 
disagreeable symptoms without having 
sought relief. 


The polypus shown in photograph was re- 
moved from the right nasal cavity of a man 
seventy years old, who gave a history of 
having had a slowly increasing obstruction 
for four years, accompanied by headache 
and mucoid and watery discharge. Because 
of fear of operation and ignorance, he did 
not seek relief until there was a marked 
nasal deformity on the affected side, and 
a portion of the globular part of the poly- 
pus was protruding from the nostril. 

Removal was effected by means of the 
wire snare. The growth was packed so 
tightly in the nose that the snare could not 
be looped over the attachment -of the 
growth; the lower portion was seized, and 
by employing traction and torsion, it came 
away in its entirety. There was a rather 
brisk hemorrhage which stopped in a few 
minutes, spontaneously. Three days after 
removal of polypus, the nasal deformity had 
almost completely disappeared. Illustration 
shows the actual size of this growth in 
inches. 
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MERCURY AS A SPIROCHETICIDE 

It has long been the unique distinction of the 
arsphenamines (606 and its successors) that in non- 
toxic doses they were capable of acting as spiro- 
cheticides, whereas mercury has always been given 
in subcurative doses because of its comparative 
toxicity. Now the claim is made that the organic 
mercury compound, Mercurosal, is spirocheticidal 
in non-toxic doses. 

Based on animal tests in cases of syphilis arti- 
ficially induced, the spirocheticidal dose of Mercu- 
rpsal for a luetic patient has been fixed at 3.5 milli- 
grams ‘per kilo of body weight, the injections (in- 
travenous) being repeated at intervals of three 
days until ten are given. A 70-kilo patient would, 
therefore, require 245 milligrams (0.25 gram) at a 


of polypus.) 





dose; but it is advised that smaller doses be given 
at. first to test the patient’s sensitiveness toward 
mercury. 

The manufacturers, Parke, Davis & Co., put out 
an intravenous dose of 0.1 gram, and, in addition, 
a 50cec rubber-diaphragmed bottle containing in 
each cubic centimeter 0.025 gram of Mercurosal, 
or 0.25 gram in 10cc. It is claimed that, with cau- 
tion, the dose can be built up by degrees to this 
figure, or. if doses of 0.2 gram or less are preferred, 
the injections can be given at two-day intervals. 
Mercurosal is said to be harmless to the vein; and, 
this being so, the intravenous method of adminis- 
tration is, of course, the ideal one. See Parke, 
Davis & Co.’s advertisement on Mércurosal in this 
issue, 














SCARLET FEVER 
STREPTOCOCCUS ANTITOXIN secave 


(Refined and Goncentrated) 
Refined and concentrated scarlet fever Streptococcus 
antitoxin affords the physician the same advantages as 
refined and concentrated diphtheria antitoxin, namely, 
smaller dosage and reduction in number and severity 
of serum reactions. 

We Offer This Product In Two Packages As Follows: 
One syringe containing a treatment dose of antitoxin 
sufficient to neutralize 500,000 Skin Test Doses Toxin 
(Volume about 10 ec.). 

One syringe containing a prophylactic dose of 50,000 
Skin Test Doses Toxin (Volume about 2 cc.) 
Refined and Concentrated Scarlet Fever Streptococcus 
Antitoxin, Lederle, is recommended in the following 
dosage: 
FOR TREATMENT: Inject intravenously, anti- 
toxin sufficient to neutralize 


500,000 skin test doses of 
toxin. 


or 
Inject intramuscularly, an- 
titoxin sufficient to neu- 
tralize 1,000,000 skin test 

doses toxin. 

This dosage for treatment has been established after comparative clinical 
trials with larger and smaller dosage and_is designed to produce relief 
of symptoms in 6 hours after intravenous injection or 12 hours after in- 
tramuscular injection. In the absence of these results the dose should 
be repeated. Higher dosage may be indicated in severely toxic cases. 
FOR PROPHYLAXIS: Inject subcutaneously, an- 
titoxin sufficient to neu- 
tralize 50,000 skin test 

doses of toxin. 


Prompt service is assured as we stock the complete treatment 
in syringes ready for immediate use. 


PATHOLOGICAL LABORATORY 


PHOENIX, ARIZONA. 
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ARIZONA STATE MEDICAL ASSOCIA- TO SECRETARIES OF COUNTY MEDI- 


TION MEETING IN GLOBE IN APRIL 


We are informed, by Dr. Wm. B. Watts, 
Jr., Chairman of the Program Committee, 
that a very attractive program is being se- 
cured for the Arizona meeting in April. A 
complete program will appear next month. 
Dr. George Dock, of Pasadena, is expected 
to present a paper on “New Light on an 
Old Subject,” referring to iron therapy. Dr. 
Charles C. Browning, of Los Angeles, will 


be on the program, subject not yet an- 
nounced. Dr. Braasch, of the Mayo Clinic, 
will present a paper on “The Recognition 


and Treatment of Urinary Infection. It is 
hoped that Dr. Phemister, of Chicago, will 
take the chief surgical paper for the meet- 
ing, on some phase of bone infection. 


The program is planned to consist of few 
papers, with abundance of opportunity for 
full discussion. The dates of the meeting 
are April 26, 27 and 28. 





THE NEW MEXICO MEDICAL SOCIETY 
MAY 19, 20, 21 


The 1926 Annual Meeting will be held 
in Albuquerque on May 19, 20 and 21. It 
is earnestly hoped that there will be a 
large attendance at this meeting. 


We are endeavoring to prepare an in- 
teresting and attractive program for the 
benefit and entertainment of the members. 
No doubt, Albuquerque, in her usual hos- 
pitable manner, will see that nothing is 
lacking in the way of “outside” entertain- 
ment. Keep these dates in mind and let 
us all turn out and have the very best meet- 
ing we have ever had, MAY 19, 20, 21. 

C. M. YATER, 
Secretary. ’ 


CAL SOCIETIES OF NEW MEXICO. 


Not only as Secretary of the State So- 
ciety, but as one of you—County Secre- 
taries—I am asking that you be energetic 
from this date till our annual meeting 
comes off in rounding up your members in 
an effort to see that your reports this 
year shall show no suspensions for non- 
payment of dues. 


Another matter that- should enlist our 
active attention is that of getting every 
eligible physician in our counties to “come 
in out of the wet” and take an active in- 
terest in the society work. 


As Secretary of our State Society I shall, 
along about the middle of March, send to 
each of you blanks on which to render your 
annual report and hope to have every one 
in not later than April 20th. So, to the 
end you may be ready to render your report 
we should try to have all members paid up 
for 1926. 


Do not remit any dues for members till 
you make your full report. Some Secre- 
taries, new ones, have already been send- 
ing me partial reports, which always makes 
extra book-keeping for me and does‘ not ad- 
vance the interest of the society a particle. 
Do not send me any dues till you make 
your final report; then be sure to send 
$5.00 for each member. 

Fraternally, ~ 
C. M. YATER, 
Sceretary. 





COLLEGE OF SURGEONS MEETING 


It is expected that the journal will have 
a full account of this meeting, with some 
of the papers and reports of the clinics 
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and discussions, for publication, in an early 
issue. 

The important outcome of the meeting, 
for the southwest, was the fact that the 
College officials present were convinced 
that the “Southwest,” as we consider its 
geographical limits, should compose a dis- 
trict of the College. This means that, in 
the future, Arizona, New Mexico, western 
Texas and northern Mexico will be recog- 
nized as a geographical unit by the College 
of Surgeons and be allowed to hold their 
district meetings of the College. Dr. Crouse 
brought to Tucson the unanimous request 
of the Fellows of the College in El Paso 
that this be done, and we were assured that 
the request would be granted. 





TO MEMBERS OF NEW MEXICO MEDI- 
CAL SOCIETY :— 


In the January issue of Southwestern 
Medicine I asked you to “please remit” 
your annual dues of $5.00 Several have 
done so, but, as usual, many have procras- 
tinated. While I do not mind doing every- 
thing necessary, and even things that are 
unnecessary, to carry on the interest of 
your society, it is not only unnecessary but 
rather expensive to you when I have to 
write to each member direct asking for his 





There are over 30 District Branches now es- 


. important matter at once. 


SOUTHWESTERN MEDICINE 


dues. Last year it cost the Society about 
$25.00 in postage and stationery to collect 
its dues. 

I sincerely trust you will save yourselves 
this expense this year by attending to this 
I do not mind 
writing you but I do want to save you the 
expense. Members of county societies 
should pay their dues to the secretary of 
their society and those who are members 
at large of the New Mexico Medical Soci- 
ety should mail checks direct to me. 

C. M. YATER, Secretary, 
Roswell, New Mexico. 





YUMA COUNTY MEDICAL SOCIETY 


The Yuma County Medical Society held a special 
meeting on Saturday evening, January 16. The 
Imperial County Medical Society and the Maricopa 
County Medical Society were asked to send repre- 
sentatives, the Maricopa County society being 
asked to furnish the program. The representatives 
from Phoenix who were on the program were Dr. 
Charles §. Vivian, Dr, W. A. Schwartz and Dr. W. 
Warner Watkins. . 

Dr. Vivian spent Saturday and Sunday in Yuma, 
secing urological cases in consultation, making sev- 
eral cystoscopic and ureteral examinations in the 
offices of Drs. Crosby, Ketcherside and Shields, and 
at the Yuma County Hospital. 

Visitors from San Diego included Dr. George R. 
Stevenson, chief of staff of the San Diego County 
Hospital; Dr. M, C, Harding, orthopedic surgeon; 
Dr. C. I. Rees, one of the leading surgeons of that 
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city; Dr. Lyell C. Kinney, radiologist for most of 
the hospitals in San Diego and one of the leading 
men in this specialty in the West. 


El Centro was represented by Dr. Charles S, 
Brooks, and Dr. Frazier. 

These visitors, with their wives, the members of 

. the Yuma County Medical Society and their wives, 
met for dinner at 8 o’clock, enjoying a very pleas- 
ant hour getting acquainted with each other. The 
ladies then adjourned to a club room, while the 
members and guests proceeded with their scien- 
tific program. 

Dr. W. A. Schwartz of Phoenix presented a paper 
on “The Significance of Eye Symptoms in General 
Medicine.” illustrating his paper with several large 
colored drawings. The discussion was opened by 
Dr. R. R. Knotts of Yuma, continued by Dr. George 
R. Stevenson of San Diego and others. 

Dr. W. Warner Watkins of Phoenix presented the 
subject of “New Methods in Gall Bladder Diag- 
nosis,” illustrating the visualization of the gall 
bladder by dye ingestion, describing the normal 
findings and the variations to be observed on 
which the presence of disease is interpreted. Dis- 
cussion was opened by Dr, L, C. Kinney of San 
Diego, who complimented the work; Dr. M. C. 
Harding of San Diego expressed his appreciation of 
this method in that it is a study of function more 
than anatomy; Dr. Charles S. Brooks of El Centro, 
Dr. C. I. Rees of San Diego and Dr. R. R. Knotts 
entered into the discussion, which was finally 
closed by Dr. Watkins. 

Dr. Charles S. Vivian of Phoenix presented a 
paper, illustrated with several cases, describing an 
effect, originally observed by him, of obstruction in 
the ureter in diabetes and the phenomena which 
follow the removal of this obstruction. There is a 
very decided variation in the effect of insulin be- 
fore and after the removal of such obstructions, 
and the meaning of this was discussed by Dr. 
Vivian. This being an entirely new and hitherto 
undescribed observation, there was little discussion, 
but numerous questions were asked and keen in- 
terest manifested in the significance of these obser- 
vations, 

Dr. H. A. Reese of Yuma presented the closing 
paper of the evening, on “Anesthesia in Obstetrics.” 
This was a description of the various anesthetics 
and a comparison of their value in obstetrics, 
which is Dr. Reese’s special field of work. 

In inaugurating this special type of joint meet- 
ing, the Yuma County society hopes to have es- 
tablished a precedent which will be followed by 
other societies, and thereby bring about a closer 
bond between the various medica! centers of 
Arizona. 





SANTA FE (N. M.) COUNTY MEDICAL SOCIETY 


The first 1926 meeting -of the Santa Fe County 
Medical Society took place at St. Vincent Sana- 
torium, Tuesday evening, January 12, with the pres- 
ident, Dr. D. B, Williams, in the chair. But seven 
of the society’s roster of sixteen members were 
able to be present. 

Dr. H. 8. A. Alexander commented briefly on a 
case of eclampsia, first seen when admitted to the 
hospital in labor, but getting on satisfactorily, 
aided by the intravenous administration of magne- 
sium Sulphate. Dr. E. L. Ward reported a death 
from embolism, following soon after an operation 
on the pelvis, during which the patient’s pulse had 
periodically slowed to 60 beats or less. An au- 
topsy was not obtained. 

In the matter of monthly programs for coming 
meetings, it was decided that if members will pre 
sent brief summaries of cases seen and treated, 
accompanied by a review of standard information 
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associated with each condition, the result would 
be to stimulate discussion and make the meetings 
more helpful and interesting to all. Whenever pos- 
sible, outsiders are to be secured fo address meet- 
ings. 

It was hoped that Dr. Grover Kempf of the U. S. 
P. H. S. might again be present and address the 
meeting, as in December. Dr. Kempf is still en- 
gaged in his survey of the physical defects pres- 
ent in the school children of Santa Fe County, and 
it is understood that so far he is much pleased 
with the excellent showing and lack of defects. 

Dr. Kempf had gone on a trip with county health 
officer, H. P. Mera, and both were unable to re- 
turn in time for the meeting. This led Dr. Frank 
E. Mera to tell of meetings before the days of 
good roads and the common use of automobiles, 
when medical gatherings would be held at the 
time of the full moon in order to facilitate the at- 
tendance of out-of-town physicians, driving into 
Santa Fe by team. In those earlier times, the trip 
was a difficult one; but today outlying members 
think nothing of making the trip in any sort of 
weather. 





EL PASO COUNTY MEDICAL SOCIETY 
January 4, 1926. 

The meeting was called to order at 8 p. m. by 
the retiring President, Dr. John A. Hardy, who 
turned over the administration to the new Presi- 
dent, Dr. T. J. McCamant. 

After a brief address, in which he asked for the 
co-operation of every member, Dr. McCamant ap- 
pointed the following committees to serve during 
the year: 

Program—-Dr. George Turner, Major Scott, Dr. 
W. E. Vandevere, Dr. C. H. Mason, Dr. E. J, Cum- 
mins, 

Entertainment—Dr. W. R. Jamieson, Dr. E. H. 
Irvin, Dr. H, H. Varner, Dr. E. B. Thompson, Dr. 
J. A. Hardy. 

Membership—Dr. W. W. Waite, Dr, F. O. Bar- 
rett, Dr. O. Egbert, Dr. W. E, Johnson, Dr. W. 
Sharp. 

Publicity—Dr. F. P, Miller, Dr. W. L. Brown, 
Dr. J. W. Tappan, Dr. R. L. Ramey, Dr. J. W. 
Brown. 

In addition, a committee was appointed to scout 
for suitable new quarters at less expense to the 
society. On account of meetings betmng held every 
week, instead of twice a month, some provision is 
necessary in order to reduce this item of expense. 
The following were appointed to serve on this 
committee: Dr. W. H. Anderson, chairman; Dr. 
John Hardy, Dr. Paul Gallagher, Dr. Ramey, Dr. 
Irvin. 

PAUL E. McCHESNEY, Secretary. 





EL PASO COUNTY MEDICAL SOCIETY 
January 11, 1926. 

A regular meeting of the El Paso County Medi- 
cal Society was held at the University. Club on 
January 11, at 7:35 p. m. 

Dr. Jamieson reported a case of prematurely grey 
hair in a young woman, the change taking place 
in fifteen days. Investigation for the cause re- 
vealed several abscessed teeth. 

Dr. Wilson reported a case of tetanus in a mid- 
dle aged Mexican woman; the infection apparently 
originated from a splinter in the thumb. The 
woman had been sick several days, and died at the 
County Hospital with typical symptoms of tetanus. 

Dr. L. M. Smith then read a paper on the derma- 
tological aspects of syphilis, stressing the impor- 
tance of differential diagnosis and of the Wasser- 
mann test in all doubtful cases. In the discussion, 
Dr. Jamieson recited treating a society woman for 
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Bsoriasis in his early days, which later turned out 
to be a specific rash. The Wassermann reaction 
was emphasized by Drs. Turner, Strong and Wer- 
ley. 

Miss Diller of the Masonic Hospital presented a 
description of the dietetic regime at Battle Creek 
Sanitarium, outlining the extreme and strictly veg- 
etarian principles of Dr. Kellogg. Her paper was 
discussed by Drs. Leigh and Jamieson. 

Some of the interesting and new procedures re- 
ported at a recent meeting of the Radiological So- 
ciety were presented by Dr. George Turner, who 
particularly explained the use of lipiodol, which is 
a fixed compound of oil, containing 40 per cent, 
by weight, of iodine. It was developed by Dr. 
Jaques Forestier of Aix-le-Baine, France, and is a 
valuable adjunct to the x-ray possibilities in the 
spotting of cord tumors, obscure lung conditions, 
such as bronchiectasis, cavities, etc. Being a non- 
irritating oil compound, it can readily be injected 
or inspired into the lungs and, without injury, used 
to outline lung pathology. 

Dr. Turner then showed slides of several lung 
cases in which he used it, including a case of mul- 
tiple bronchiectasis and a case of bronchial fis- 
tula. 

Dr. Paul Gallagher introduced the motion that 
the society extend their sympathy to Dr. and Mrs. 
Irvin at the death of Mrs. Irvin’s mother, and to 
Dr. and Mrs. Pickett at the death of Mrs, Pickett’s 
father. The motion being approved, a committee 
was appointed to write and forward suitable reso- 
lutions. 

Dr. Anderson reported tentatively that it was 
possible to secure a meeting room and a room for 
the ilbrary at the new vocational school building 
without cost to the society. 

There being no further business, the society ad- 
journed at 9:45 p. m. 

PAUL E. McCHESNEY, Secretary. 





EL PASO COUNTY MEDICAL SOC'ETY .... 
January 18, 1926. 


The meeting of the society was held at the Uni- 
versity Club of January 18, 1926, beginning at 
7:40. There were twenty-eight members and two 
visitors present. 

After the minutes of the previous meeting were 
read and approved, Dr. Laws presented a patient 
with a successful thoracoplasty operation, per- 
formed by Dr, Price of Saanac Lake, N. Y. The 
history showed pleurisy with effusion and involve- 
ment of the left side of the chest. After sixteen 
months of rest cure, the patient was operated upon 
under nitrous oxide anesthesia and a very satis- 
factory result obtained. This case admirably illus- 
trated the benefit possible in properly selected 
cases for thoracoplasty. 

Dr. Vance reported an unusual case of abscess 
of the abdominal wall following a pus tube infec- 
tion. The tubal abscess had ruptured extra-peri- 
toneally and then dissected over the peritoneum, 
making a large pus pocket which finally broke 
through the abdominal way. 

Dr. McChesney cited the case of a woman who 
was left in bed with a gas heater burning in the 
room; about ten hours later she was found there 
unconscious and in collapse with shallow respira- 
tions, thready pulse and deep coma. With stimu- 
lants and oxygen she was revived and regained 
consciousness in about six hours. Clinical diag- 
nosis was that of carbon-monoxide poisoning. 

Dr. Leigh reported two cases of middle-ear infeéc- 
tion in children; one developed sinus-thrombosis of 
left lateral sinus, with convulsions, and died; the 
other, with a similar acute otitis media, made a 
good recovery. 
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Major Hague of Beaumont Hospital read a paper 
on the electro-cardiograph which he illustrated by 
diagrams of the different leads and then outlined 
the clinical significance of the different findings. 
In the discussion, Dr. Werley emphasized the value 
of the electro-cardiograph in prognosis and dis- 
cussed its relation to clinical work. Major Scott 
stated that the electro-cardiograph enlarged our 
knowledge and stimulated a new interest in all 
heart cases. Dr. Egbert cited Sir Thomas Lewis 
that the cardiograph enhanced and improved all 
clinical cardiac diagnosis. Major Hague, in clos- 
ing, called attention to the fact that, while accurate 
and precise, the cardiograph was not infallible, 
especially in prognosis. 

Dr. John W. Brown read a paper on Rocky Moun- 
tain spotted fever, which is a disease primarily of 
rodents and animals, and only secondarily or ac- 
cidentally of man. It is transmitted by a tick and 
clinically resembles very closely typhus fever and 
Japanese river fever. It is most prevalent in the 
Bitter Root Valley of Montana; it is also found 
in Idaho, Oregon, Colorado and California, There 
is no record of any case ever found in the South- 
west. The paper was discussed by prs. Miller and 
Waite. 

Dr. Miller made a motion that the secretary fur- 
nish the publicity committee with a roster of the 
present membership of the Medical Society; motion 
carried, 

Dr. Garrett made a motion that a committee be 
appointed to invite Dr. Rosser, president of the 
state society, to give a public talk, at a dinner, on 
health education, together with Mr. Lynch David- 
son. Motion carried. 

The publicity committee was authorized to ar- 
range for the dinner and to inform all members of 
the society. 

Mr. Reese, affiliated with the state secretary’s 
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office, gave a short talk on what had been accom- 
plished by way of education and law enforcement 
in other cities of Texas, 
The meeting adjourned at 10:15 p, m. 
PAUL EB. McCHESNEY, Secretary. 





MARICOPA COUNTY MEDICAL SOCIETY 
December 19, 1925. 

The final meeting of the year was held at the 
Country Club in Phoenix in honor of the Woman’s 
Auxiliary of the society, After a dinner inter- 
spersed with dancing and music, the ladies retired 
for bridge and social gathering, while the society 
convened in the club room for the regular annual 
meeting. 

Report of the Board of Censors upon charges 
against a member was presented and after con- 
siderable discussion and several votes, the mem- 
ber was suspended from the society for one year. 
The charges were that unjustifiable abortion had 
been performed contrary to the ethics of the pro- 
fession and rules of the society. 

Dr. Carson made motion that Dr. Jeremiah Metz- 
ger of Tucson be invited to address the society on 
the third Saturday in January, regarding his ob- 
servations of the work of Rollier in Switzerland 
during last summer. Motion carried. 

Dr. Watkins stated that he had ordered a light 
box for the use of the society, and invited the 
society to pay for it, This was ordered done. 

The applications of Drs. Edgar H. Brown and 
Floyd Sharpe were presented by the Board of Cen 
sonr, with their approval, and they were elected to 
membership. The Censors stated that they had 
other applications to be presented as soon as the 
six months’ time limit required has expired. 

The election of officers for 1926 was declared in 
order. Drs. H. L. Goss, James E. Drane and J, F. 
Stroud were nominated. Dr Drane was elected. 
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Dr. R. J. Stroud was nominated for vice president 
and elected by viva voce vote. Dr. Victor Randolph 
was the only nominee for secretary-treasurer, and 
was elected by acclamation. Dr. George M. Brock- 
way was the only nominee for the Board of Cen- 
sors, and was elected by acclamation, making the 
Board of Censors for 1926 as follows: Dr. F. G. 
Holmes, chairman. Dr. J. J. McLoone, and Dr. 
George M. Brockway, 

The hour was so late that the papers scheduled 
were not presented, and upon motion, the authors 
(Drs. Goodrich and Phillips) were requested to pre- 
sent the papers at the first meeting in January. 

Thirty-two members, with their wives, attended 
the meeting. R. J. STROUD, Secretary. 





MARICOPA COUNTY MEDICAL SOCIETY 
January 2, 1926. 

President J. E. Drane in chair. Meeting held at 
Deaconess Hospital. Dr. Drane complimented the 
retiring officers and expressed hope that the com- 
ing year would be successful. 

Business Meeting: Minutes omitted because Dr. 
Stroud’s illness with erysipelas had prevented their 
completion. 

Dr. Felch announced that physicians who desired 
to witness autopsies done by the county physician 
were welcome to attend and would be notified of 
them if they signified their desire to attend, 

Dr. Purcell announced that he was obliged to 
cease limiting his practice to urology, and that he 
would do general practice, giving special attention 
to urology. 

The literary program was opened by Dr. Ancil 
Martin, who presented his paper, “Magnetic For- 
eign Bodies Within the Eye,” based on over 100 
cases. The discussion was opened by Dr. Bailey. 
Both the paper and Dr. Bailey’s and Dr. Watkins’ 
discussion will appear in Southwestern Medicine. 





SOUTHWESTERN MEDICINE 


Further discussions and questions by Drs. Yandell 
and Smith. 

Dr. E. W. Phillips read his paper, “A Clinical 
Survey of Hay Fever,” which has appeared in 
Southwestern Medicine. Dr. Mills opened discus- 
sion, which was continued by Drs. Yandell, Smith, 
Jordan, Carson and Neff. 

Twenty-five members and three visitors were 
present. 

VICTOR RANDOLPH, secretary. 





MARICOPA COUNTY MEDICAL SOCIETY 
January 16, 1926. 

The society met for dinner at the Phoenix Coun- 
try Club. The speaker of the evening was Dr. 
Jeremiah Metzger of Tucson, who spoxe on the 
subject, “Heliotherapy and Rollier.” This paper 
will appear in Southwestern Medicine. Dr. Metz- 
ger was given a happy introduction by Dr. Tuthill. 
The following men took part in discussion and ap- 
preciation of the paper: Drs. Holmes, Wheeler, 
Edgar Brown, Phillips, Carson, Van Horn, Wilkin- 
son, Dameron and Purcell. 

At the business meeting, the secretary announced 
the meeting of the American Association for the 
Advancement of Science in Phoenix, February 17, 
1926. After discussion, it was moved by Dr, Dem- 
eron that the county society give its sanction to 
the Social Service to publish in its reports the 
names of physicians working in the local free 
clinie. Seconded. Lost, 12 to 8. 

After discussion, Dr. Carson moved. and Dr. 0. 
H, Brown seconded, that Dr. Watkins -be appointed 
chairman, with power to appoint others, of a com- 
mittee to furnish health articles from the county 
society to the Arizona Republican and other papers 
which wished them. Carried unanimously. Volun- 
teers to prepare health articles were asked for. 
The following men responded: 
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Drs. Garrison, Harbridge, Yandell, MclIntyre, 
Smith, Greer, Holmes, Felch, Wilkinson, Goss, 
Bakes, Edgar Brown. 

Dr. Harbridge reported as chairman of the 
radio publicity committee that no action had been 
taken because of formation of a similar committee 
by the state association. He advocated the inclu- 
sion of broadcasting of health talks under the com- 
mittee handling newspaper publicity. Dr. O. H. 
Brown moved, and Dr. Garrison seconded, that the 
officers of the society be made a committee to 
look into the matter or radio publicity of health 
matters. Carried. . 

Dr. Felch, county health officer, reported receipt 
of a letter from American Medical Association, in- 
quiring into reputation of Helen Lee Sanatorium, 
2398 E. Washington, and Resthaven Sanatorium, 
2715 N. Third Street. Dr, Smith vouched for Helen 
Lee Sanatorium and Dr. Drane for Resthaven Sana- 
torium. 

Dr. Carson reported for the auditing committee 
that the books of the treasurer for 1925 were 
found to be in good condition. Adopred. 

Dr. Greer reported that Dr. McNeill is conva- 
lescing on a farm near Graham, Mo, Dr. O. H. 
Brown moved (seconded and passed) that a let- 
ter of sympathy be sent by society to Dr. McNeill, 

Thirty-three members and nine visitors were 
present. 

VICTOR RANDOLPH, Secretary. 





COCHISE COUNTY MEDICAL SOCIETY 


The Cochise County Medical Society met in ad- 
journed session at the Club Social, Agua Prieta, 
Sonora, January 16, as the guests of the Douglas 
doctors. The following members were present: 

Drs. Bridge, Wright, Darragh, Causey, Hawley, 
Adamson, Durfee, Alessi, Tuttle, Cook, Hunt, Fitz- 
gerald and Cruthirds. Drs. George Bassow and 
Charlton Jay were guests of the society. 

An excellently prepared banquet was thoroughly 
enjoyed by all, after which the meeting was called 
to order and minutes of the last meeting read and 
approved, The applications of Drs. O. B. Moon and 
Chariton Jay of Bisbee and George W. Bassow of 
Douglas were referred to the Board of Censors. 
A vacancy on the Board of Censors was filled by 
the election of Dr. George Bridge. 

In order to create a surplus in the treasury of 
the society, the dues were increased to $12 yearly. 

The regular order of business was set aside and 
a general discussion entered into, regarding the 
kind of program the members could be most bene- 
fitted by. It was urged that members be more 
critical of the cases presented, and be more eager 
to enter into discussion of the papers and cases. 
The following suggestions were offered to the pro- 
gram committee: 

Cases and papers by members. 

Abstracts of current medical literature, to be as- 
signed to members of the society for special re- 
porting. 

Presentation and discussion of Cabot’s Case Rec- 
ords. 

Papers by outside men when available, 

Meeting adjourned until the first Wednesday in 
March, the meeting place to be in Bisbee. 

A. E. CRUTHIRDS, Secretary. 





ST. JOSEPH’S HOSPITAL STAFF (Phoenix) 

The Annual Meeting of the Staff of St. Joseph’s 
Hospital was held in the lecture room, Saturday 
evening, January 30th. The chief business trans- 
acted was the election of officers for the year 
1926. Dr. Win Wylie, who has been chairman of 
the staff since its organization, received a major- 
ity vote on the first ballot, and by motion, was 
declared unanimously elected. 
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Dr. Warner Watkins was elected secretary, and 
the following members of the Executive Commit- 
tee were elected, after several ballots: 

Dr. Willard Smith 
Dr. J. J, McLoone 
Dr. Fred Holmes 

Dr. E. Payne Palmer 
Dr. James E. Drane. 


Dr, Watkins presented the matter of the neces- 
sity for a reorganization of the staff work, so 
that the secretary would have some assistance, and 
the Executive Committee’s work be better defined. 
Upon motion, a committee was appointed to pre- 
sent a new scheme of organization, with constitu- 
tion, The committee consists of Drs. Watkins, 
McLoone and Holmes. 


Dr. Wylie expressed his appreciation of the 
kindly feelings of the staff members. He stated 
that the later years of his practice in Phoenix is 
characterized by the absence of animosity and en- 
mity which he recalls attended his earlier years 
here. 

Dr. Watkins presented brief record of two cases, 
with interesting radiographs. One was a meta- 
static carcinoma of the spine, operated for breast 
carcinoma at the Mayo Clinic last May. The other 
case is one of multiple myeloma, now involving 
the cranium, one arm and elbow, with involve- 
ment perhaps in other bones. 

Meeting adjourned to meet the second Saturday 
in February. 

W. WARNER WATKINS, Sec’y. 





ARIZONA DEACONESS HOSPITAL (Phoenix) 
(January 23, 1926, Meeting) 
The Medical and Surgical Staff of the Arizona 
Deaconess Hospital met Saturday eventng, Jan. 23, 
1926, in the lecture room in the basement of the 
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hospital, with 24 members present. 
of last council meeting were read. 


The superintendent of the hospital, Mrs. Sexson, 
reported that eight new pupil nurses had been re- 
ceived the past week, all of unusually high type 
with three years high school training as a mini- 
mum, Most of them are high school graduates. 
Pupils have also been enrolled for March and for 
September classes. 


The hospital has had difficulty in enforcing vis- 
iting hours and since the prescribed hours are for 
the good of the patients, it would be well for 
the doctors to co-operate in educating the friends 
of the patients. 

At the request of the Medical Council the Board 
was informed of the lack of ventilation in some 
of the operating rooms, which makes the use of 
ethylene and ether therein less safe. A commit- 
tee was appointed to investigate and remedy it. 

The scientific program for the eventing was a 
Symposium on Diagnosis arranged and given by 
the Diagnostic Committee of the Hospital Staff. 


Dr, Shelley first outlined the data which should 
always be considered in the records of any pa- 
tient, as follows: 

A (1) Date. 
Every document should be dated. 
(2) Patient’s Name 
Get name in full or at least the first 
name instead of initial, for the purpose 
of identification, There may be many 
J. Smith’s but not nearly so many Jacob 
Smith’s. 
Patient’s Address. 
Under this heading it is well to get 
the street address or location and the P. 
O. address. They may be different. 
(4) Patient’s Age. 


The minutes 





STOVARSOL 


(REG, U. S, PATENT OFFICE) 


Acetylamino-oxyphenylarsonic Acid 


Indicated in Amebie Dysentery 


Accepted by Council of Pharmacy and Chemistry A. M. A. 


Distributed in bottles of 25 tablets, each tablet 0.25 grams 
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Literature furnished on request 


MANUFACTURED BY 


POWERS-WEIGHTMAN-ROSENGARTEN CO. 


New York 
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Necessary because of the incidence of 
certain diseases to certain ages. 


Sex. 
Social Condition, : 

Single, married, widower or widow or 
divorced. 

Race. 
Occupation. 

May have a relation to occupational in- 
toxications and disease. 
Place of Birth. 

May suggest possibility of certain dis- 
eases—malaria, leprosy, etc. 

Name of nearest relative or friend. 

By whom referred. So you will know to 
whom to be properly grateful. 
Information from patient or relatives or 
friends. 

The Complaint. 

In patient’s own words without asking 
leading questions. 
Family History, 

Father, mother, brothers, sisters (liv- 
ing or dead, if living, state of health. If 
dead, cause of death). 

Personal History, or past history. 

Childhood diseases and any sickness pri- 
or to present illness. 

History of Present Illness. 

Here, it is well, with certain patients 
to let them tell their whole story. This 
should show date of onset. Manner of 
onset. First symptom. When was work 
discontinued, When did patient take to 
bed. Has he had similar attacks, Char- 
acter, duration of each and dates. The 
general opinion of the patient regarding 
his illness and its cause. 

The Physical Examination. 

The General Appearance of the Patient. 
Position or attitude, in bed or standing. 
Whether he lies on side, on back, on face. 
Whether legs and arms are drawn up or 
extended. Stands erect, bent; jactitation. 
Gait. 

Condition of nutrition. 

Skin. Whether dry, moist, hot, cold, 
pale, flushed or cyanotic. 
Expression. 

Anxious, vacant, stupid, staring, placid, 
excited, pinched, puffy or paralytic, 
Mental Condition. 

Intelligent, dull, stupid, emotional, de- 
lirious, hallucinations and memory, 
Speech. 

Anatomic Data. 
Lymph nodes. 


Cervical, axillary, inguinal, etc. Wheth- 
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er small, large, firm, soft, fluctuating, 
tender, painful. 
Head. 
Whether large, small or well formed. 
Fontanelles—Open, closed; areas of ten- 
derness. Hair scanty, abundant, _ thin, 
thick, fine, coarse, 
Eyes. Note puipls, dilated, contracted, 
equal, unequal, shape, reflexes. LEyelids 
whether swelled or not, etc. 
Nose, 
Deformities; 
Mouth. 
Salivation, stomatitis, 
Lips — Color, deformities, 
breath. 


saddle-back; | dischargjes. 


nature of 
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(6) 


Tongue, 

Color, dry, moist, clean, coated, smooth, 
rough fissured, ulcerated, mucous patches, 
strawberry, protrusion,—symmetrical, devi- 
ation or tremor. 

Gums. Color; whether pyorrhoea is pres- 
ent. 
Teeth. 

Number, condition, decay, fillings, de- 
formities (Hutchinson's). 
Pharynx. 

Adenoids, tonsils, inflammation, mem- 
brane, abscesses. Uvula, long, short. 
Larynx, 

Voice. 

Neck. 

Shape—long, thin, short, thick. 

Salivary glands—Tumors, pain. 

Thyroid—Tumors. 

Thymus—Enlargement. 

Spinal Column—Curvatures. 
Thorax—(Heart and Lungs). 

Shape—pigeon breast, funnel chest, bar- 
rel chest and bulging. Expansion—rhyth- 
mic, symmetrical, slow, rapid, free labored, 
costal, costo-abdominal, Cheyne-Stokes 
breathing. 

Apex beat, normal position, displaced. 

Palpation. Thrills, pulsations, friction 
rubs. 

Pulse. Small, large, hard, soft, quick, 
slow, dicrotic, collapsing, regular, irregu- 
lar. 

Auscultation. 
vesicular tubular 
stridor, : 

Voice sounds. Vocal resonance, (in- 
creased or decreased), 

Adventitious sounds—Rhonchi, rajes 
crepitant, subcrepitant, mucous, metallic). 
Friction sounds, bell sounds, metallic tink- 
ling, succussion. 

Heart sounds. Normal, accentuated, 
weak, rhythm, tachycardia, bradycardia, 
gallop, murmurs, localization, blood pres- 
sure. . 

Percussion. 

Resonance — Tympanitic, dull, _ in- 
creased, decreased, amphoric, metallic. 
Cracked-pot, 
Cardiac dullness, lateral 
ments from mid-sternal line. 
Exploratory puncture. Pleura, Peri- 
cardium. 
Abdomen. Stomach, 
spleen, kidneys. 

Inspection. 

Enlarged veins, Linae albicantes, erup- 
tions, rose-spots. 

Shape, retraction. 

Movements — respiratory — pulsations, 
muscular, gastric, intestinal. 

Enlarged organs—position of organs. 

Palpation, 

Tumor masses, tenderness, ascites, rig- 
idity, i 
Spleen, kidneys, liver edge, surface of 
liver, gall bladder. 

Vaginal exploration. 

Rectal exploration. 

Auscultation, 

Friction rubs, aneurismal bruits, fetal 
heart, splashing sounds. 

Percussion. 

Areas of dullness. 
(Auscultatory percussion.) 
Exploratory puncture. 


Breath sounds—broncho- 
amphoric cog-wheel, 


measure- 


intestines, liver, 
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Ascites; splenic enlargements, 
Outline of organs especially of liver 
and stomach. 

Genitalia. 

Abnormalities, scars, tumors, evidence of 
discharge, Bacteriological examination. 
examination of prostate, tubes, ovaries, 
uterus. 

Central Nervous System, 

Disturbances of motion—weakness, par- 
alyses, etc, 

Disturbances of sensation—anaesthesia, 
paraethesia, Trophic disturbances. 

Disturbances of special senses—seeing, 
hearing, taste, smell. 

Reflexes—skin, tendon, muscle. When 
necessary, examination of cerebrospinal 
fluid; Wassermann, globulin, cell count, 
bacteriologic. 

Blood. 

Red and white count, 
Urine, 

Feces, 

Appearance, formed or unformed; 
sistency. 

Microscopic. 

Undigested food. 
Parasites. 

When necessary, complete examination. : 

Dr. Bannister gave a clinic, demonstrating his 
method of making a routine physical examination. 
He started at the top of the patient’s head and 
went to the bottom of his feet with a thorough- 
ness that we seldom see outside of the teaching 
clinics, 

Dr, Dysart discussed Clinical Tests as follows: 

Non-Surgical Drainage of Gall-bladder. 

For infections of biliary tract. 

Test-Meals and withdrawal of gastric contents in 
suspected ulcer, cancer, achylia. 

Examination of sputum for tubercle bacilli, 
actinomycosis, pneumococci (and typing), strepto- 
cocci and other organism in the presence of cough, 
expectoration and pulmonary involvement. 

Examination of various discharges from mucous 
membrances and skin for the presence of patho- 
genic germs, as gonococci, spirochetae-pallida, 
Trichophyton, Kochs-Weeks bacillus. 

Examination of stools for ameba, tricomonas, 
giardia and for the eggs of other parasites. 

Blood Examinations. 

1, Counts and estimation of hemoglobin. 
2. Agglutinations for typhoid, para-typhoid, 
malta-fever, tularemia. 
3. Wassermann reactions. 
4. Estimation of sugar and urea in diabetics, 
nephritics and eclamptics. 

Skin test for tuberculosis, scarlet fever, 
ceptibility to scarlet fever and diphtheria. 

Test for thyroid activiti The administration 
of certain amount of thy extract to patients 
with hyper-activity of the thyroid causes increase 
in pulse rate if hyperactivity exists and none in 
normal or in inactivity. 

Cystoscopy. Catheterization of ureters, injection 
of ureters and pelvis of kidney with x-ray. Search 
for stone with metal sound. 

Urethroscopy, proctoscopy, laryngoscopy, retin- 
oscopy,- otoscopy, bronchoscopy, esophagoscopy. 
Transillumination of antra and sinuses, for inflam- 
mation, exudates, tumors, foreign podies, fliverticu- 
la. 

Aspiration of chest and other cavities, joints, 
fluctuating masses, abdomen, pericardium to de- 
termine the presence of fluid and its composition, 
pus, blood, etc. 

Spinal puncture, 


Wassermann. 


con- 


sus- 


to determine presence of in- 
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product? 
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fection, Wassermann, and tumors, x-ray of lungs, 
heart, gall bladder, kidneys, stomach, intestines 
for abnormalities, and the skeleton for fractures, 
dislocations foreign bodies, tumors. 

X-ray of gall bladder after administration of 
halogenated dyes which when exerted in the 
bile makes the gall bladder easy to outline by 
x-rays, 

Injection of lateral ventricles in suspected tu- 
mors of brain. 

Pneumoperitoneum for outlining of abdominal 
tumors and also to determine patency of Fallopian 
tubes. 

Removal of tissue for. microscopic examination 
in tumors, tuberculosis, etc. 

Reflexes, urine, heart polygraph and cardi- 
graph, blood tension. 

Dr. Watkins presented a paper on the most im- 
portant laboratory examinations to be used in 
examining the apparently healthy individual or 
one in whom some obscure ailment is being sought 
for. 

Dr, Holmes, in discussing The Complete Diagno- 
sis, said that after the patient’s disease and physi- 
cal condition have been carefully evaluated, it is 
advisable and often necessary, especially in chronic 
illness to study carefully the temperament and 
habit of the patient, the home, the family, the 
friends, probable duration of illness, the financial 
resources, etc,, before being able to give the pa- 
tient the most helpful advice, 

What would be proper advice for a patient under 
one set of conditions would not be suitable for 
the same patient and state of disease under other 
conditions. 

Just recently a poor tuberculous patient left a 
perfectly good sanatorium in the middle west, 
where he had ideal conditions as far as the climate 
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and state afforded and came to Arizona to shift 
for himself where he has to work for his living. 


Sometimes a patient must be sent away from 
home to save him from his loving ones. It is 
only necessary to say that we are constantly con- 
fronted with these problems of environment and 
that we should give attention to them—probably 
more than we do give. 


Dr. Randolph of the Records Committee reported 
upon the deaths for December as follows: 


There were seven deaths during December. 
The case of Doctor Stroud in which the diagnosis 
of streptococcic septicemia was supported by blood 
culture, presents a commendable history and an 
adequate recrod of physical examination. In the 
other cases it was necessary to consult the nurses’ 
records freely to obtain the clinical picture. 


I wish those responsible for the cases might 
have heard the diagnostic program tonight. A\l- 
though most of the cases were in the hospital but 
a few days, it seems important that a record cov- 
ering fully at least the diagnostic points should 
have been made, for several reasons; for the bene- 
fit of a reviewer for the staff, for the benefit of 
clinical statistical studies, to fulfill classification 
requirements, for the Hospital, of such bodies as 
The American College of Surgeons, and to refresh 
the memory of the physician in question if his 
case should ever come to a legal issue. 


Main diagnosis and time in hospital: Gunshot 
wound of leg (amputation), 6 hours; streptococ- 
cemia, 10 days. .chronic endometritis (hysterec- 
tomy),: 22 hours; tuberculous peritonitis, chronic 
myocarditis, 36 hours; pulmonary and genito-urin- 
ary tuberculosis, 7 days; “Bright’s Disease,” 3 days. 
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ARIZONA DEACONESS HOSPITAL (Phoenix) 
(Staff Meeting of December 26) 

The Medical and Surgical Staff of the Arizona 
Deaconess Hospital met at the hospital, Saturday 
evening, December 26, with 22 members present. 

The secretary reported upon the meetings of 
the council. ‘The most important transaction of 
the council was a ruling prohibiting persons en- 
tering clean operating rooms unless divested of 
street clothing. 

The council has recommended that every effort 
be made to standardize the hospital so as to be 
able to secure an interne. 

Dr. Watkins of the Records Committee report- 
ed upon the deaths for November as follows: 

Case 4921, admitted Nov. 16th; atfed Nov, 18th. 
Diagnosis, Femoral hernia. Knuckle of gut was 
incised for drainage but patient did not rally. 
Physician who first saw the patient did not diag- 
nose bowel obstruction; consultant after 24 
hours suggested the diagnosis and found the 
hernial bulging in the grain: Physician was com- 
mended for frankly stating the facts in the record. 

Case 4916, admitted Nov. 15th, in moribund con- 
dition, dying same day. Diagnosis was pulmonary 
tuberculosis and myocarditis, 

Case 4979, admitted Nov, 12th; died Nov. 30th. 
Diagnosis, Gallstones and Cholecystotomy. Nothing 
good to be said about this record. No history ob- 
tained, evidently because patient spoke no Eng- 
lish. Only examination record is “Tenderness in 
right quadrant over region of gall bladder.” Leuco 
30,000; urine had albumin, casts, and many pus 
cells. Wassermann two weeks after operation was 
4 plus positive, The operation was said to have 
been exploratory without preoperattve diagnosis. 
The gall bladder was opened, stones removed and 
drainage. Patient grew steadily worse. fecal drain- 
age. Death 18 days after operation. Cause of 
death not given in record. 

Case 4875, admitted Nov. 2nd for eclampsia, six 
months pregnancy, with advanced pulmonary tuber- 
culosis. Caeserian operation; convulsions con- 
tinued till death. Baby lived several hours, 

Case 4796, new-born infafit dying in one hour 
of fractured skull from forcep delivery and in- 
toxication from mother’s urine. 

"Case 4742, child admitted Oct. 4th, with en- 
terocolitis and pneumonia, died Oct. 5th. 

Case 4829, admitted Sept. 20th, for palliative 
x-ray treatment of general carcinomia of lungs, 
liver, bowels, etc.; died Oct. 21st, 

Case 4957, admitted Sept. 6th, with advanced pul- 
monary tuberculosis, died Nov. 26th. 

Case 4929, baby of mother admitted Nov. 16th 
for acute appendicitis. Operation Nov, 18th. No 
labor pains until next day; breech delivery, spon- 
taneous. Baby lived four hours. Mother made 
satisfactory recovery and was discharged Nov. 30th. 


SOUTHWESTERN MEDICINE 


The general topic for discussion was “Gall Blad- 
der Disease,” and was in charge of the Surgical 
Committee. Dr. Willard Smith, Chairman. Bach 
member of the committee presented some phase 
of the subject, and Dr. Watkins discussed the re 
cent advances in x-ray diagnosis by dye visualiza- 
tion. . This discussion was illustrated by several 
radiographs showing the normal gall bladder and 
the conditions found in pathological states. 

Dr. Chas. S. Vivian discussed the indications for 
operative procedure on the gall-bladder, detailing 
the conditions in which the various types of op- 
erations are indicated. 

Dr. C. B. Palmer discussed the general surgical 
treatment of gall bladder disease. 

Dr, Geo. Goodrich discussed the rationale of non- 
surgical drainage as a means of preparing certain 
patients for operation, and as a means of diagnos- 
ing surgical conditions of the gall-tract. 

It is expected that these papers will be pub- 
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lished in Southwestern Medicine as a symposium 
on Gall Bladder Disease. 

A general discussion of gall bladder disease fol- 
lowed. Dr. Smith, in closing, recalled that a Jap- 
anese surgeon had proven by opening the abdomen 
and passing a duodenal tube, that the Injection of 
25% magnesium sulphate solution would cause the 
gall-bladder to contract and empty itself. 


He stated how he frequently meets the question 
as to how a person will get along without the 
gall-bladder. He tells such patients that some an- 
imals do not have gall-bladders, and these are the 
animals which feed regularly, usually the herbivor- 
ous. Those with large gall-bladders are the large 
feeders, the meat eaters who gorge themselves 
and then go hungry until another killing. If the 
human being follows the example of the regular 
feeders, he will need no gall-bladder, 





PERSONALS 

DR. CHARLTON JAY, formerly of Morenci, has 
moved to Bisbee, where he is on tne staff of the 
Phelps Dodge Hospital. 

DR. O. B. MOON, formerly of Mills, N. M., has 
located in Bisbee. 

DR. GEORGE W. BASSOW, formerly of Clovis, 
N. M., has located in Douglas, Ariz. 

DR. FRANKLIN H, MARTIN, Managing Director 
of the American College of Surgeons, is spending 
some weeks at San Marcos Hotel, Chandler, Ariz., 
following the district meeting of the College in 
Tucson. 

DR. HARRY J. FELCH, of Phoenix, is announc- 
ing his removal into larger quarters in the Ellis 
Building. His new location will be in Rooms 421- 
2-3-4; he expects to equip with electrotherapeutic 
equipment and to have an operating room for 
minor and emergency surgery, 


Dr. Robert O. Brown of Santa Fe, N. M., was 


married December 30, 1925, to Mrs. Rosina Bergere, 


Smith of the same city. The wedding was a small 
one and took place in the chapel of St. Vincent 
Sanatorium, of which institution Dr. Brown is Med- 
ical Director. The couple left at once for Guata- 
mala, and will return to take up residence in Santa 
Fe in February. 

The Santa Fe Transportation Company, a divi- 
sion of the Fred Harvey organization of the Santa 
Fe Railroad, has acquired the large garage of the 
Thomas Motor Company in Santa Fe, and intends 
to use it for housing and service of the motor 
buses and touring cars employed in the new In- 
dian Detour service to be opened in May of this 
year. It is understood that the same company is 
negotiating for the purchase or control of La 
Fonda, Santa Fe’s principal hotel, which will give 
to the ancient capital something it has long de- 
sired—a hotel under the Fred Harvey management. 





SITUATIONS WANTED 

WANTED—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening, Our nation-wide connections 
enable us to give superior service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North Michigan, 
Chicago. Established 1896. Member The Chicago 
Association of Commerce. 





Graduate Nurse, 35, pleasing personality, desires 
office, Public Health or assistant to physician, 
anywhere in Mountain States. Capable, experi- 
enced, best references. Willing to learn X-ray and 
laboratory work for training and part pay. 

Nurse—Southwestern Medicine. 








The Press Sounds A Warning 
To The Profession 


VACCINATION | 
BLAMED FOR 
INVALIDISM 


Woman Sues Doctor for 
$25,000 Damages Due to 
Asserted Iliness 


Declaring she became violently 
ill as the result of being 
Mrs. —— 
, tormerly em- 
loyed in a downtown theater, has 
nae B suit in Supetior Court for 
$25,000 damages against Dr. —— 
——_—_—_——., who was asserted to 
have conducted the 
Mrs. —————— stated the man- 
agement of the theater required 
her to be vaccinated and that Dr. 
was employed to ad- 
minister the : She said she 
expressed great fear of the pro- 
sed .__ but was assured 
by the 





‘defendant that she would 
suffer only a mild reaction. In- 


Each and every detail of any day’s work contains 
the factor of malpractice risk. A doctor’s work is 
exposed to the suggestions and criticisms of friends 
of the patient, other doctors,. lawyers, gossip and 
whims of the patient himself. 

STOP—and consider what your practice—posses- 
sions—peace of mind—time—reputation and good 
name are worth. 
LOOK—what one of your colleagues wrote after 
years of procrastination. 
“For some months I have been receiving 
literature from your Company offering to 
sell me _ protection against malpractice 
charges and damage suits. I put this off 
too long, for I have a suit filed against 
me 


“However, it is not too late to take 
protection against others that might be 
filed. I am ready to take a policy that 
offers the best protection for the money.” 

LISTEN—to the praise for the specialized service 
of the Medical Protective Company as expressed 
by one of the profession who was prepared. 

“The verdicts in the above cases have re- 
sulted in my favor. I take this occasion 
to express my heartiest appreciation of the 
manner in which these cases were handled 
by you and of the high grade of counsel 
furnished me I feel -positive that no 
ordinary insurance company could have 
handled the situation in the masterly 
manner shown by you.” 

Tens of thousands of your profession consider the 
Medical Protective contract an essential adjunct to 
ben practice. Actual experience justifies their con- 

ions. 


for 
Medical Protective Service 


ave a 
Medical Protective Contract 
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MERCUROSAL ff |: 
A Non-Irritating Spirocheticide 


' SHE ERCURY given in doses which fail to kill the spiro- 
Bde chetes of syphilis may be and doubtless is of service, 

‘ but it is subcurative. Should the inorganic salts of 

mercury be administered in doses sufficiently large to kill the 












_ spirochetes, they would undoubtedly produce serious injury to ANE C 
the kidneys. What the profession has long been looking ANE M 
for is a mercurial that is positively spirocheticidal in doses aE 8 
that will not disturb the kidneys. Mercurosal is such a prod- : 
uct. Intravenously administered it accomplishes this resuit. : 

Its spirocheticidal effectiveness has been amply proved by ANE 
scientific investigation. Dr. O. M. Gruhzit, in the Archives : 
of Dermatology and Syphilology for April, 1925, reports : 
that the syphilitic lesions in: rabbits utilized in his tests were : 
cleaned up by a single intravenous injection of 10 to 15 milli- : 
grams of Mercurosal per kilo of body weight; that a dose of : 
5 milligrams per kilo had the same effect in an average of less : 
than three injections in four days; and that a dose of 3.0 to : 
3.5 milligrams per kilo rendered the lesion spirochete free in ; 
7% days, on an average, with three doses. : 
At the rate of 3 milligrams per kilo of body weight, the ANE 
dosé for a patient weighing 68 kilos (150 Ibs.) would be ap- ENE 
proximately 0.2 gram, to be administered at three-day intervals ANE 
for twelve to fifteen injections. Treatment should be begun ; : 3 
with small doses, to determine the susceptibility of the patient BNE 
toward mercury. If no hypersensitiveness develops, subse- ANE 
quent injections may be rapidly increased until 0.2 gram is ENE 
being administered as a single dose. ENE 
Mercurosal is supplied in ampoules, each containing 0.1 gram in 5-cc AWE 
of diluent and in 50-cc vials, each cubic centimeter of which contains ANE 
0.025 gram. Of this solution, 8-cc will, of course, contain 0.2 gram ANE f 
Mercurosal. The product is also furnished in powder form in tubes ANE 
containing 0.1 gram and 0.05 gram respectively, the marketed packages BNE 
being boxes of twelve tubes. ANE el 
Write for booklet on Mercurosal. A postal card will bring it by ANE T 
return mail. ANE p 
aE t] 
PARKE, DAVIS & COMPANY ff} : 
DETROIT, MICHIGAN Ni 
ANE u 
MERCUROSAL IS INCLUDED IN N. N. R. BY THE COUNCIL ON NEI Ww 
PHARMACY AND CHEMISTRY OF THE AMERICAN NE ti 
MEDICAL ASSOCIATION NE : 
Al u 
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